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ANSWERING THE CALL: MEDICAL 
MONITORING AND TREATMENT OF 9/11 
HEALTH EFFECTS 


TUESDAY, SEPTEMBER 18, 2007 

House of Representatives, 

Subcommittee on Health, 
Committee on Energy and Commerce, 

Washington, DC. 

The subcommittee met, pursuant to call, at 10:00 a.m., in room 
2322 of the Rayburn Office Building, Hon. Frank Pallone Jr. (chair- 
man) presiding. 

Members present: Engel, Weiner, Deal, Shadegg, Pitts, Ferguson, 
Blackburn, and Barton. 

Also present: Representative Fossella. 

OPENING STATEMENT OF HON. FRANK PALLONE, JR., A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF NEW JER- 
SEY 

Mr. Pallone. The meeting is called to order. The hearing today 
is on “Answering the Call: Medical Monitoring and Treatment of 9/ 
11 Health Effects,” and I now recognize myself for an opening 
statement. 

Today the subcommittee is meeting to discuss an issue of great 
importance, medical monitoring treatment of 9/11 health effects, 
which is the first time that the subcommittee is meeting to hear 
about these issues. We had originally intended to hold this hearing 
last Tuesday on the anniversary of the 9/11 attacks, but due to the 
funeral of our colleague, Paul Gillmor, the hearing was postponed 
until today. 

Now, it is hard for me to believe that it has been 6 years since 
the attack on the World Trade Center and the Pentagon. It was an 
event that affected our country deeply and continues to have an 
impact on all of us, especially those who participated in the rescue, 
recovery, and restoration effort. 

It is important that, as a Nation, we recognize the extraordinary 
sacrifice of everyone who responded to the terrorist attacks and 
worked tirelessly in the hours, days, weeks, and months after 9/11 
to help those in need and to begin clearing the site of the tragedy. 

From first responders, to iron workers, to crisis counselors, 
Americans from across the country put their lives on hold and 
rushed to the site of the World Trade Center on the day of the at- 
tack and stayed for months after in order to assist with the recov- 
ery effort. I happened to be at this site the Friday after President 
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Bush visited, and I was amazed to see firefighters from all over. 
As we were listening to the President speak, I was standing next 
to a fire truck from Hialeah, FL, with all the firefighters from Hia- 
leah. And I asked them how the truck got there, and they looked 
at me like I was an idiot and said well, of course, we drove it up 
from Florida. And to me, it was just amazing to see the turnout 
and the fact that so many people came. 

It’s been estimated that more than 40,000 people responded to 
the crisis and participated in rescue, recovery, clean up, or restora- 
tion of essential services. And we are clearly indebted to them for 
their efforts. 

Now, 6 years later these brave men and women who helped lift 
our Nation up from one of its darkest hours are now in need of our 
help. Many of those who responded to the attacks on the World 
Trade Center have since been plagued by health problems. One of 
every eight responders has experienced symptoms of post-traumatic 
stress. They have developed asthma at 12 times the rate of other 
Americans. Nearly one in five has a respiratory or gastrointestinal 
illness as a result of their exposure to toxins. 

I have seen the impact firsthand. More than 1,000 responders 
are currently receiving health services through the monitoring and 
treatment clinic in my home district in Piscataway, NJ. Further- 
more, residents, workers, and students who were in the area at the 
time of the attack are also experiencing high rates of health prob- 
lems. And I want to thank you, Mr. Engel, Mrs. Maloney, Mr. Nad- 
ler, Mr. Fossella. 

One of the things that the New Yorkers, I think, have been par- 
ticularly adept at pointing out is that not only do we need to be 
concerned about first responders, but the people who lived and 
worked at the site, of which there may be as many as 400,000 or 
more from what I understand who also may have been impacted. 
And we will hear about that today. 

Unfortunately, for too long the concerns of the first responders 
have been ignored here in Washington, and that has to change. As 
chairman of this subcommittee, I am not going to let these issues 
be ignored any longer. I want to be sure that there are accessible 
health programs in place for responders and adequate funding for 
those programs. We are here today to ensure that those who are 
suffering from health problems have access to the monitoring and 
treatment services they are entitled to as a result of the conditions 
they endured at Ground Zero. 

And I think we should be honest about the task in front of us. 
It is a big undertaking for us to ensure that adequate care is pro- 
vided for those in need, but that is a responsibility we must fulfill. 
The cost of screening for and treating these illnesses is estimated 
at $8,000 annually per person, and it is expected to increase in the 
coming years. This cost should not be borne by the thousands of 
responders, workers, and health professionals who risked their 
health to do their job. 

And, of course, it is not just our job in Congress. The Bush ad- 
ministration has an important role to play here as well. Unfortu- 
nately, for the past 6 years, the administration has been dragging 
its feet, in my opinion, on this issue. It is sad to say, but I think 
that many of those who came to our aid in the days after 9/11 feel 
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as though Congress and the President have failed to live up to the 
promises that have been made over the last couple years to not 
leave them behind. 

And this is the first year that the administration proposed fund- 
ing in its annual budget in the amount of $25 million for the 
healthcare needs of World Trade Center responders. The House 
does not think that was enough, and we doubled the President’s re- 
quest to $50 million in our budget. 

The administration said the initial $25 million was only the be- 
ginning and that it would propose additional funds once it had a 
comprehensive plan in place. That comprehensive plan has yet to 
appear, but in a draft plan developed by the administration, they 
acknowledge that the current cost estimate for the program is 
nearly $200 million a year and that it is possible the cost could 
reach $712 million annually based on what they gave us. 

And that’s why I joined with members of the New York congres- 
sional delegation and sent a letter to the Health and Human Serv- 
ices Secretary Mike Leavitt 2 weeks ago asking that they finalize 
their plans immediately. We need a comprehensive plan in place so 
that we can help treat and monitor all of the people whose health 
was impacted by 9/11. We also sent another letter to new 0MB Di- 
rector Jim Nussle, asking that he live up to his predecessor’s prom- 
ises and request the necessary funds to continue the process of 
helping these workers. And I would ask that these letters be made 
part of today’s hearing record. 

In conclusion, today we will be hearing from a variety of people 
about the medical monitoring and treatment of health effects 
caused by the exposure to traumatic events and harmful materials. 
It is my hope that this hearing will shed some light on the problem 
and help us begin rectifying the situation. My idea is that we de- 
velop a legislative proposal that all of us can support. I know that 
the New York delegation put together different proposals. Obvi- 
ously we want to look at those and we do need to develop legisla- 
tion in my opinion so that the people who had their health affected 
by the 9/11 attacks are monitored and treated. 

And again I just wanted to thank the witnesses. I know many 
people have been trying to have this hearing for some time. Unfor- 
tunately our schedule with S-CHIP and PDUFA and everything 
else has made it difficult for us to do it until now. But I do want 
to thank all of you, and now I recognize Mr. Deal for his opening 
statement. 

OPENING STATEMENT OF HON. NATHAN DEAL, A REPRESENT- 
ATIVE IN CONGRESS FROM THE STATE OF GEORGIA 

Mr. Deal. Thank you, Mr. Chairman. First of all, I would like 
to ask unanimous consent that Mr. Fossella, a member of the full 
committee, be allowed to participate in this hearing today. 

Mr. Pallone. So ordered. 

Mr. Deal. And thank all of the witnesses who will testify and 
members of the subcommittee for their presence. Certainly the 
tragedy of 9/11 and the aftermath of that event are going to be 
with us for a very long time, and today we simply deal with one 
of those manifestations of that aftershock. 
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While some would criticize the administration for not having 
done enough, in reality, the reaction and the outpouring of Federal 
dollars for this event has been unprecedented in American history. 
Truly the event itself, however, was unprecedented in American 
history, and none of us wish to diminish that. 

The question is whether or not we have the information upon to 
make good decisions as to where we go from this point forward. 
One of the real concerns that I have is in the GAO report. It finds 
that much of the information relating to the health effects are un- 
reliable, and the comments that despite the efforts of HHS to re- 
quire the necessary information that much of that information is 
still incomplete. So to those who will testify today who are in a po- 
sition to make that information available to us and to the adminis- 
tration, I would certainly call upon them to use their best efforts 
to do that. 

All of us are reminded frequently of this event. In fact, last week 
when I was being interviewed by reporter from my local news- 
paper, in the conversation, he reminded me that he was at Ground 
Zero immediately following the event as a part of a voluntary group 
from my church who came to assist with the efforts of helping peo- 
ple in their time of need. So our country has reached out. The ques- 
tion is are we now following up on those efforts. And thank you, 
Mr. Chairman, for having the hearing so we can make those in- 
quiries here today. I yield back. 

Mr. Pallone. I recognize Mr. Engel who, like the other members 
of the New York delegation, has been very much out front on this 
issue. Thank you, Eliot. 

OPENING STATEMENT OF HON. ELIOT L. ENGEL, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF NEW 

YORK 

Mr. Engel. Thank you, Mr. Chairman. I want to thank you for 
holding this hearing. You and I had discussed this several months 
ago, and I requested this hearing and said that I thought it would 
be a good idea. And you responded very positively then, and I 
thank you for the hearing now. 

Six years, Mr. Chairman, as you pointed out, have passed since 
terrorism struck at the root of our Nation’s soil on September 11, 
2001. As devastating as that day was, there are few days I’ve been 
more proud to be an American than on 9/11. Now, within minutes 
of crashes into the Twin Towers, New York’s first responders mobi- 
lized to save those trapped in the World Trade Center. First re- 
sponders putting themselves in unspeakable danger, and too many 
lost their lives that day. 

Within days, as you pointed out, Mr. Chairman, over 40,000 re- 
sponders across the Nation descended upon Ground Zero to do any- 
thing possible to help with the rescue, recovery and cleanup. I re- 
member those bittersweet days. I was in New York City when this 
happened. I was born and bred there, and remember seeing Ameri- 
cans lined up around blocks to donate blood. I remember the chaos 
as no one knew quite what to do, only that they had to do some- 
thing, anything to help our Nation rise up from assault by the ter- 
rorists. 
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And the past 6 years have not been kind to many, so many of 
the first responders who put themselves in harm’s way. It is esti- 
mated that up to 400,000 people in the World Trade Center area 
on 9/11 were exposed to extremely toxic environmental hazards, in- 
cluding asbestos, particulate matter, and smoke. Years later, this 
exposure has left a significant number of first responders with se- 
vere respiratory ailments including asthma at a rate that is 12 
times the normal rate of adult onset asthma. 

Also common are mental health problems including PTSD and 
depression. This has all been well documented in scientific, peer- 
reviewed published work regarding the long term health effects of 
9/11 by Mount Sinai Hospital, the Fire Department of the City of 
New York, and the World Trade Center registry. People who have 
been exposed are not only first responders but people who live in 
the area. And frankly, I think the behavior on the part of the Fed- 
eral officials borders on the criminality when we in New York were 
assured that the air quality was OK and we were assured that we 
could go to the World Trade Center area and were assured by 
Christine Todd Whitman that we had nothing to fear. That all 
turned out to be false. 

While these illnesses should sadden all of us, I am frankly out- 
raged that 6 years later our Nation has really failed to provide the 
first responders with anything more than a fragmented and unreli- 
able health care monitoring and treatment program that forces 
those who fearlessly volunteered for our country to fight within a 
myriad of bureaucracy to receive care that should be a given, and 
yet it is a struggle. 

The nonpartisan Government Accountability Office has criticized 
the U.S. Department of Health and Human Services for its failure 
to provide consistent availability of services to Federal responders 
through the World Trade Center Federal Responder Screening Pro- 
gram. Despite starting in 2003, service stopped between March 
2004 and December 2005. It resumed again in March 2006, but 
suspended key services between April 2006 and March 2007. It is 
truly shameful. 

GAO has also noted that those brave volunteers and first re- 
sponders that came to help New York from other parts of the coun- 
try have not had regular access to screening and monitoring. After 
years of starts and stops, there are only 10 clinics in seven States 
where responders can receive services. It is just unconscionable. We 
can and must do better. I was proud to join with my New York City 
colleagues, lead by Representatives Maloney, Nadler, and Fossella, 
who is here with us this morning, and so many others last night 
in introducing the 9/11 Health and Compensation Act. 

This comprehensive bill would ensure that everyone exposed to 
the Ground Zero toxins has a right to be medically monitored. And 
all that are sick have a right to treatment. It would also rightfully 
provide compensation for loss by reopening the 9/11 Compensation 
Fund. No more fragmented health care. No more excuses. We must 
and shall do what is right. 

In conclusion, let me just say I still feel great sorrow in our re- 
membrance of the tragedy of 9/11 and obviously will never forget 
what happened that day. But we must look forward and right the 
wrongs our Nation has perpetuated against our own heroes and 
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provide them with the care and compensation they so desperately 
need and deserve. 

Mr. Chairman, I urge all Americans to pause and reflect on the 
tremendous loss of life that day and how so many sacrificed so 
much for their fellow Americans and make sure that our future ac- 
tions are driven by these memories, and also remember that poten- 
tially still hundreds of thousands of people are being exposed to 
these toxic substances every day. And the Federal Government can- 
not wish that away. We need to respond, and we need to respond 
now. Thank you, Mr. Chairman. 

Mr. Pallone. Thank your, Mr. Engel. Our next opening state- 
ment is from Mr. Ferguson. Again we have two New Jersey people 
here today, one from each party, and I constantly remind everyone 
that we in our State, had a lot of people that died and were seri- 
ously wounded, and a lot of first responders as well. And we also 
have one of the treatment centers here. One of the witnesses today 
is from one of the monitoring treatment centers. So again we obvi- 
ously are very concerned about this as well, in our State. So, Mr. 
Ferguson. 

OPENING STATEMENT OF HON. MIKE FERGUSON, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF NEW JER- 
SEY 

Mr. Ferguson. Thank you, Mr. Chairman. Thank you very much 
for holding this meeting. I want to thank Mr. Deal as well and 
member of the subcommittee and certainly the witnesses for being 
here today to address this very important issue regarding medical 
monitoring and treatment of September 11, 2001 health effects on 
residents and first responders. 

Addressing this issue is long overdue, and I am glad that we are 
giving it attention that it really does deserve. And the more that 
time goes by, the more we are learning about the after effects and 
the health effects of those who selflessly went to attend to this dis- 
aster. I am sure that we are going to be able to gain some valuable 
information from treatments and health effects from some of our 
witnesses today. I am pleased that we are having this hearing, and 
my hope is that the subcommittee will be able to use some of this 
information to help address some of the needs of the families who 
are suffering. 

In addition, we need to find out what went wrong with some of 
the information and some of the air quality information surround- 
ing lower Manhattan and why better information wasn’t made 
available in a more timely way. Of course, as the chairman ref- 
erenced, this issue hits very close to home for many of us on the 
subcommittee. I know Mr. Fossella is here as well. 

In our district, we lost 81 people on the attacks of September 11, 
2001. And to save others, approximately 40,000 first responders an- 
swered the call, including many from New Jersey on September 11 
and the weeks and months that followed, helping to try and find 
survivors. We have firefighters and police officers and construction 
workers and utility workers, all folks who were working tirelessly 
day and night on the pile in the hopes of finding one more survivor. 
These men and women didn’t think twice about running into burn- 
ing buildings or climbing through rubble to help save the lives of 
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others, and we owe them the very best information that we have 
to assist with the health challenges that they are now facing be- 
cause of those sacrifices. 

Dr. David Present, the chief medical officer for New York City’s 
fire department has been studying the health effects on firefighters 
since September 11, 2001. In a recent interview with Katie Couric, 
he said this about the health effects of breathing the air at Ground 
Zero. I quote, “the biggest problem was that it was pulverized 
building materials that wind up having a very high alkalinity, al- 
most like lye, all right, or Drano, that when you inhale or swallow 
it, it’s burning your entire nose and airway and stomach.” 

In a study that was published in many of the leading medical 
journals. Dr. Present concludes that working on the pile for an ex- 
tended period of time decreased an individual’s lung function by an 
average of 12 years. Six years later, those same heroes who risked 
their lives need our help. And we have to be there to answer their 
call. We need to make every effort to find out what is causing their 
illnesses and what can be done to treat them. 

There is no reason that with today’s medical technology that we 
shouldn’t be able to get some proper treatment to those who made 
these sacrifices. In the future, we have to work to ensure that our 
first responders are not put in further unnecessary jeopardy than 
they are already placing themselves by their own choice. Our first 
responders were heroes on September 11, and we owe them our 
very best efforts today. Mr. Chairman, I want to thank you again 
for holding this hearing. I yield back. 

Mr. Pallone. Thank you. The gentlewoman from Tennessee. 

OPENING STATEMENT OF HON. MARSHA BLACKBURN, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF TEN- 
NESSEE 

Mrs. Blackburn. Thank you, Mr. Chairman, and I thank you 
and Mr. Deal for holding the hearing. And I also thank our mem- 
bers from both sides of the aisle who have been so involved with 
this issue and continuing to keep the pressure on with this issue. 
I think that we all know what transpired September 11, and we 
know that we have to be very vigilant going forward in how we 
protect our Nation and also how we protect those who are going to 
respond to any tragedy that we do have. 

There are lots of lessons learned, and, as you’ve heard in the 
opening statements, there is attention to what should be those les- 
sons learned from members of this panel. And, as my colleague 
from New Jersey just stated, you had approximately 400,000 people 
that were exposed to the environmental hazards, the asbestos, the 
smoke, the particulates, 40,000 first responders that were there on 
that day. 

Now, there is very little solid, quantifiable data from which we 
can operate as we look at the environmental factors and what the 
first responders were exposed to during those cleanups. What we 
do know is the damage that is there. Its detrimental physical ef- 
fects, chronic respiratory, gastrointestinal conditions, anxiety, and 
other mental health problems. And these have severely impacted 
the lives of those that were at Ground Zero. 
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For example, the city health department reports rescue and re- 
covery workers now develop asthma at a rate 12 times that found 
in the general population. Among children that were exposed to the 
toxins, 53 percent reported breathing problems in the 3 years after 
9/11. New York City officials estimate 120,000 workers and volun- 
teers and 550,000 other people may or may eventually need treat- 
ment. 

And I do commend the State of New York and the U.S. Depart- 
ment of Health and Human Services for establishing 9/11 programs 
and resources to treat, track, and provide information about sci- 
entific research and services for people who have developed health 
problems as a result of the attack. 

However, the GAO does state that the Federal Government has 
had difficulty ensuring uninterrupted availability of services for our 
Ground Zero responders. We have to be certain that Federal and 
State bureaucracy does not prevent responders from receiving the 
medical treatment and the tracking that is necessary for meeting 
the demands of their illnesses. 

I look forward to hearing from our witnesses today. I welcome 
our witnesses and thank them for their time in preparing the testi- 
mony for us. And again, Mr. Chairman, I thank you and the Mem- 
bers who have been so diligent in continuing to keep the pressure 
on about the issue, and I yield back. 

Mr. Pallone. Thank you. And then last but not least, the gen- 
tleman from New York or Staten Island, again he has been one of 
the people, along with the rest of the New York delegation that 
continues to bring this to the attention of the subcommittee. I don’t 
know, but I would venture to say that probably a lot of those first 
responders were from Staten Island. Mr. Fossella. 

OPENING STATEMENT OF HON. VITO FOSSELLA, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF NEW 

YORK 

Mr. Fossella. Well, thank you very much, Mr. Chairman and 
Mr. Deal, and thank you for allowing me to participate this morn- 
ing on this panel. My colleagues, Mr. Ferguson, Mrs. Blackburn. Of 
course, Eliot Engel has been a true champion. Indeed, I think in 
Staten Island alone, we lost 78 fireman on that day. Twenty-two 
percent of all firefighters and more than 240 people were killed, 
probably the heaviest toll of any county per capita in the country. 

And we still see the effects 6 years later. There is the old saying 
that time heals all wounds, and I think in this case, time exposes 
more wounds. And I thank you at the outset, Mr. Chairman, for 
shedding light on this issue, for ensuring that we never forget 
those who not just sacrificed on those days, but who continue to 
suffer. And I thank those in Congress and the executive branch for 
helping New York to rebuild the city, but I think there’s a fun- 
damental obligation to call upon our Federal Government to help 
people rebuild their lives. 

And at the outset, let me thank some individuals. I thank the 
panel, Mr. Howard. We will also hear from Deputy Mayor Edward 
Skyler, who is here on behalf of the mayor, who has truly been a 
good partner in helping us get the resources we need and, by exten- 
sion, the fire department and the police department and Mt. Sinai 
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and all those who are trying to ensure that New York doesn’t 
shoulder disproportionately the burden here. 

Because we have to remember September 11 wasn’t just a New 
York problem or a New York/New Jersey problem. It was an Amer- 
ican problem. It was an attack on America, and I think America 
has a responsibility to respond in kind. 

I would like to thank my colleagues in the New York delegation, 
Mr. Nadler, but especially Mrs. Carolyn Maloney who has really 
been spearheading these efforts to date. People in the labor com- 
munity in particular, Dennis Hughes in the AFL/CIO who has 
helped us coordinate and shepherd this legislation through. 

And I remind everyone that this is why we place so much em- 
phasis on preventing another terrorist attack because one more ex- 
orbitant cost of terrorism is the individuals that we continue to 
have to help and treat. 

Again the message is never forgetting. We know so many suc- 
cesses, but the successes have been measured in small steps rather 
than giant leaps as critical needs continue to be unmet after 6 
years. We have encountered obstacles along the way, but as men- 
tioned with Congresswoman Maloney, we have restored $125 mil- 
lion. Of that, $75 million was dedicated for treatment, the first ever 
Federal dollars to be directed for that purpose. We were able to get 
Dr. Howard to help coordinate and oversee the Federal response. 
And in addition, as Mr. Pallone mentioned, we included $50 million 
for the federally funded 9/11 health clinics in the Labor-HHS ap- 
propriations bill. 

In addition, as was mentioned by Mr. Engel, we introduced legis- 
lation last night that ensures that everyone exposed to the Ground 
Zero toxins has a right to be medically monitored, builds on the 
Center of Excellence, and expands care to the entire exposed com- 
munity and provides compensation for loss by reopening the 9/11 
Victims’ Compensation Fund. 

And for those, Mr. Deal and Mrs. Blackburn, also asked some, 
I think, very pointed questions of where is the information, what 
do we need? I can tell you, as someone who lives in Staten Island 
and sees young guys in particular who used to run a 6-minute mile, 
7-minute mile, now have difficulty walking up a flight of steps. I 
could point to those individuals with specificity, but the data is just 
overwhelming, whether it is from Mt. Sinai or the fire department, 
that this is a major problem, a major undertaking that demands 
a Federal response. And I think the Federal Government has an 
obligation to be at the table with us helping to coordinate, shep- 
herd, and provide for long-term plan for all those who are affected. 

With that, Mr. Chairman, I thank you very much for holding this 
hearing. I yield back. 

Mr. Pallone. Ranking member, Mr. Barton, for an opening 
statement. 

OPENING STATEMENT OF HON. JOE BARTON, A 
REPRESENTATIVE IN CONGRESS FROM THE STATE OF TEXAS 

Mr. Barton. Thank you. Chairman Pallone. I was downstairs at 
the Oversight Subcommittee hearing on monitors for nuclear equip- 
ment coming into this country. I appreciate you holding this hear- 
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ing today. I appreciate my colleagues on both sides of the aisle 
from New York being involved with it. 

Before I talk about the specific hearing, I think it would be ap- 
propriate that we all contemplate our dear colleague Paul Gillmor 
who passed away several weeks ago. Paul was a distinguished 
member of this committee, and was chairman of the Environment 
and Hazardous Material Subcommittee in the last Congress. He 
took a leave of absence from the committee this Congress so that 
some of the more junior members of the minority side wouldn’t 
have to he bumped off of the committee. So we are going to miss 
him, and we wish the best to his family in their time of sorrow. 

As far as the hearing today, I think it is important. We know 
what happened on 9/11/2001. Firefighters, police officers, ambu- 
lance crews, and all of the other first responders were exposed to 
health hazards because of the attacks on 9/11. 

Federal funding has been provided to Government agencies and 
to private organizations to screen and monitor responders for ill- 
nesses caused by that catastrophe. This hearing is going to provide 
some oversight for those programs. Many who responded to the dis- 
aster and then needed help themselves have been beneficiaries of 
various worker compensation, health insurance, and other Govern- 
ment coverage. 

Some say that what has been done is not enough. I don’t really 
know where to draw the line. I don’t know whether the entities 
that are legally obligated to provide or pay for health care monitor- 
ing or treatment have done all that they could to help the victims 
of 9/11. 

I know that we have appropriated Federal money and that we 
will continue to do so. I know that Federal dollars have been spent 
for the responders who responded on 9/11. Again I’m not sure ex- 
actly the effectiveness of those programs and the legality of some 
of those programs and what needs to be done. So I look forward 
to the hearing. 

Before I yield back, Mr. Chairman, I do think that, since this is 
the Health Subcommittee, we should mention something that has 
yet to be done, and that is a reauthorization of our S-CHIP pro- 
gram. Members on both sides of the aisle realize the importance of 
S-CHIP. I am introducing a bill today to authorize a clean bill at 
existing levels with a slight increase for inflation until we can work 
out the details of a new S-CHIP program. I would hope that my 
friends on the majority side would join us in reauthorizing for a 
short term the existing S-CHIP program because, as we all know, 
if we don’t do something in the next 2 weeks, the program legally 
expires on September 30, the end of this month. 

So while we wrangle over the details of any new improvements 
or expansions in the program, if any, we at least ought to keep the 
existing pro^am going. And I would hope that we could move that 
extension fairly quickly while we tackle the bigger issue. 

If the Democratic leadership in the House wants to accept the 
Senate bill, I do hope that this subcommittee would hold a hearing 
on that bill, a legislative hearing, where it would be open. We could 
look at the details and then have a markup subsequent to that so 
that we could actually make some changes in the bill before it went 
to the floor. 



11 


With that, Mr. Chairman, I yield back. 

Mr. Pallone. Thank you, Mr. Barton. I appreciate your ongoing 
interest in S-CHIP, and I am about S-CHIP-ped out today. So I am 
not going to comment any further. The gentleman from Arizona. 

OPENING STATEMENT OF HON. JOHN B. SHADEGG, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF ARIZONA 

Mr. Shadegg. Thank you, Mr. Chairman, and with your permis- 
sion, I will insert my written statement in the record. I simply 
want to make some brief comments which may be a little bit dif- 
ferent than others have made. I want to commend you for holding 
this hearing. 

And I want to recognize that, while the focus today is the tech- 
nical issue of the care, treatment, and monitoring of the first re- 
sponders who have been victimized, I think it is important to re- 
mind everyone at the dais and in the audience and elsewhere that 
we are talking about the victims of a vicious attack on America by 
radical Islamists who seek to kill us and who are out there and 
who want to keep going in their efforts who make their designs 
clear every day. 

That the people who are suffering — we all kind of internalize the 
numbers of those who were killed that day, and then we can ex- 
trapolate from that all the families that were affected by that at- 
tack. But as my colleague from New York Mr. Fossella pointed out 
we don’t really know the number of victims. The issue we are look- 
ing at today demonstrates there are more victims being manifest 
every day by this attack on America. 

And I think it is important for those watching this hearing who 
are considering this effort to recognize that this is not a health 
problem, though it is a Health Subcommittee. This is the Nation’s 
response to an attack by its enemies. And we can all be critical and 
say we should have responded this way or that way, or we should 
not have responded this way or that way. 

But at a minimum, I would hope that we can all come to agree- 
ment that when this Nation is attacked and there are people who 
suffer, whether it is the loss of life and the impact on the families, 
or whether it is ongoing health problems that manifest themselves 
months later or years later, that is something we need to be con- 
cerned about as a nation. That is a cost of failing to do what is nec- 
essary to defend ourselves. And we have an obligation to each of 
the people who are suffering as a result of those attacks today be- 
cause that is a part of our national defense. That is a part of us 
standing together as a nation. 

I will just conclude by pointing out when the 9/11 attacks oc- 
curred, my daughter was in college. She now works on the Senate 
side, and I talked to her a few days after the event. And she said 
that she and many of her friends in college were going down to the 
local blood bank to donate blood for the victims. That is the spirit 
that we had as a nation when the attacks occurred. That is the 
spirit we should have or try to have as a nation in responding or 
figuring out the best way to respond to those who hate us and want 
to kill us. And that is certainly the spirit we should bring to this 
hearing and to doing the right thing by the people who are being 
victimized by this attack now years later. 
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And with that, I yield. 

Mr. Pallone. Thank you. Thank you for those remarks. We are 
done now with our opening statements, and any other statements 
will be accepted for the record at this time. 

[The prepared statements follow:] 

Prepahed Statement of Hon. John D. Dingell, a Representative in Congress 
FROM the State of Michigan 

Mr. Chairman, thank you for holding this important hearing today. I also want 
to thank the witnesses who are here to discuss the health effects of the World Trade 
Center collapse on first responders and workers. 

One week ago marked the sixth anniversary of the attacks against our Nation. 
Nearly 3,000 people perished as a result of the attacks, and many who participated 
in the clean up, rescue, and recovery efforts continue to suffer from lingering phys- 
ical and mental health problems directly linked to their work in downtown New 
York City. While Congress has taken some initial actions to deal with this issue, 
adequate screening, treatment, and monitoring services for all of those brave men 
and women throughout the Nation who came to New York to work in the cleanup 
has been lacking. 

It is incumbent on our Nation not to forget these responders who placed their own 
well-being aside to help others. The administration’s fiscal year 2008 budget request 
of $25 million for the current World Trade Center responder programs fell far short 
of the amount appropriated in either 2006 or 2007. Over the long term, we must 
find a way to care for our heroes who answered the call and subsequently suffered 
severe health problems. In the short term, we must provide enough Federal re- 
sources to sustain the current monitoring, screening, and treatment programs in 
New York. 

I would note with particular concern the intermittent services provided by the 
World Trade Center Federal Responder Screening Program. The program, now run 
by the Federal Occupational Health Services, provides Federal responders to the at- 
tacks with screening and referrals to health clinics. However, the program sus- 
pended examinations from March 2004 to December 2005, and again from January 
2007 to March 2007. This program encompasses Federal employees all across the 
country that came to New York in response to the attacks. As new health 9/11 ef- 
fects continue to emerge from latent conditions, it is especially important that all 
Federal employees who were exposed to the environmental hazards resulting from 
the WTC collapse be screened for problems. 

Another area of concern is the failure to screen and monitor those non-Federal 
workers who reside outside of New York City. While the National Institute for Occu- 
pational Safety and Health has made two separate attempts to contract with enti- 
ties to provide service across the country, only a very limited number of places in 
the country have services. 

It is imperative that as Congress continues to work on these issues, we not forget 
the service our first responders and workers provided in those dark days following 
September 11. 

I want to thank Chairman Pallone for holding this important hearing, and I look 
forward to receiving the testimony from our witnesses. 


Prepared Statement of Hon. Henry A. Waxman, a Representative in Congress 
FROM the State of California 

Mr. Chairman, thank you for holding this important hearing today. 

Last week the Nation marked the sixth anniversary of the terrorist attacks of 
September 11. As a nation, we mourned all those people who lost their lives on that 
day in the attacks on the World Trade Center and the Pentagon, and the passengers 
who died on United Airlines flight 93 in Shanksville, Pennsylvania. 

But we also remember those people who continue to suffer from the attack on the 
World Trade Center — the men and women from all over the country who came to 
lower Manhattan to help clear the debris and to rebuild the site. Last week. Chair- 
man Towns, chairman of the Subcommittee on Government Management, Organiza- 
tion, and Procurement of the Oversight Committee, held his third hearing on the 
impact of 9/11 on New York residents and first responders. We have also had a 
number of hearings over the years in the National Security Subcommittee of the 
Oversight Committee on the health effects of the 9/11 attacks. 
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We know from these hearings that Congress needs to craft a long-term solution 
to the problem of how we will identify, treat, and compensate those people who are 
suffering from 9/11-related illnesses. The current patchwork approach is clearly in- 
adequate. That is why I am pleased that we are having a hearing today in this sub- 
committee. This is the subcommittee with legislative jurisdiction over the care of the 
first responders and others who continue to suffer because of the 9/11 attacks. The 
involvement of this subcommittee is critical to moving forward on this important 
issue. 

I would like to commend my colleagues from New York, Representatives Maloney, 
Nadler, Fossella, who have worked together, across party lines, to develop a com- 
prehensive approach to monitoring, treating, and compensating people who were ex- 
posed to the to the potentially toxic effects of the World Trade Center site. I look 
forward to working with these members and this subcommittee to make sure that 
all of the 9/11 victims are taken care of. 

I thank the witnesses for coming today. 


Prepared Statement of Hon. Anna G. Eshoo, a Representative in Congress 
FROM the State of California 

Chairman Pallone, thank you for holding today’s hearing on the Federal response 
to the health problems faced by first responders, construction workers, residents, 
and others living and working at or near the World Trade Center site following the 
September 11, 2001 attacks on our country. 

In the haste to respond to the destruction of the World Trade Center buildings, 
the impact on public health was underestimated and diminished. 

In the early days after the attacks, the Federal Government failed to provide the 
public with sufficient warnings about potential risks. After the collapse of the two 
World Trade Center towers, the EPA told the public in a September 18, 2001 an- 
nouncement that the air was “safe” to breathe. The EPA Inspector General later 
concluded in an August 2003 report that “[EPA] did not have sufficient data and 
analyses to make such a blanket statement.” The IG report also said, “The White 
House Council on Environmental Quality influenced, through the collaborative proc- 
ess, the information that EPA communicated to the public through its early press 
releases when it convinced EPA to add reassuring statements and delete cautionary 
ones.” 

Regrettably, as the GAO has reported, there have been additional missteps in the 
operation of federally-supported programs that monitor 9/11 related health problems 
and treat victims. 

In one case, a screening program was suspended for 5 months earlier this year 
when there was a change in the agency overseeing the WTC Federal Responder 
Screening Program. Diagnostic services under the same program were suspended for 
11 months because of a contracting problem. 

Finally, the GAO notes that affected individuals living outside the New York met- 
ropolitan area have found it difficult if not impossible to participate in screening 
and monitoring programs due to a lack of nearby providers participating in the pro- 
gram. Getting treatment has been even more challenging. 

Although my congressional district is 3,000 miles away from Ground Zero, this as- 
pect of the public health aftermath of the 9/11 attacks has affected some of my con- 
stituents. 

The Urban Search and Rescue (USAR) team based in Menlo Park, California, was 
one of many to respond in the days after September 11th. Although members of the 
team were in New York for a relatively short time compared to others who worked 
on “the Pile” some have experienced respiratory and other ailments in the ensuing 
years. 

For my constituents and for other first responders from the around the country 
who answered the call after 9/11, I believe we need a new comprehensive framework 
that provides the screening and the treatment they deserve, similar to the legisla- 
tion that my colleagues Representatives Maloney, Nadler, and Fossella have re- 
cently introduced. 

Today, we’ll hear from the witnesses who are attempting to address the health 
issues that have emerged after 9/11. I look forward to hearing their thoughts on get- 
ting the services and care to those who need and deserve them. 

Thank you, Mr. Chairman. 
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Prepahed Statement of Hon. Jim Matheson, a Representative in Congress 
FROM THE State of Utah 

Thank you, Chairman Pallone and Ranking Member Deal. 

As many have noted, our world changed forever 6 years ago, when our Nation was 
attacked. Thousands of innocent people died and our national security was shaken 
to the core. We will never forget those who lost their lives in New York, at the Pen- 
tagon, and on a Pennsylvania field. We will never forget the heroes — the first re- 
sponders — who rushed to Ground Zero with no thought but to help with the recov- 
ery. In my State of Utah, the Salt Lake Urban Search and Rescue Team — also 
called Utah Task Force One — sent 62 people to New York City on September 18, 
2001, to comb through the rubble of the World Trade Center. The team included 
specialized firefighters, search dogs and handlers, two physicians and several struc- 
tural engineers. The Salt Lake City and Salt Lake County Fire Departments con- 
tributed, as well as the Rocky Mountain Rescue Dog organization. The Utah task 
force is one of 28 teams that participate in the national Urban Search and Rescue 
Response System. It’s impossible to honor the victims of 9/11 without also making 
a commitment to our first responders who run toward danger while others try to 
escape it. 

Since the attacks, many rescue workers have reported an increase in illness as 
a result of exposure to toxic materials and debris, during their hours on the pile, 
amid the dust and soot. Many agency officials will provide testimony here today, 
confirming that we need to continue to examine the health exposure and work to 
make available physical and mental health screening programs, which should be 
available to all exposed first responders. 

I also believe that Congress should continue to support critical programs that im- 
prove access to emergency medical care. For my part, I have introduced legislation 
to reauthorize the Emergency Medical Services for Children (EMSC) Program. This 
program is designed to improve emergency medical services for our children. For 
more than 20 years, the EMSC program has improved emergency care facilities that 
treat sick and injured children across this country. Through grants to States and 
to accredited medical schools, the EMSC program has driven “best practices” in the 
care provided to kids every day at the scene of an accident, en route to the hospital 
and in the E.R. and other critical care facilities. These efforts also translate into bet- 
ter care for children when natural or manmade disasters strike. When disaster 
strikes, we all want the best care possible for these small patients — I am working 
to preserve this program dedicated to improving emergency medical care for our 
children. 

I look forward to the testimony today and with that, I yield back my time. 

Thank you Mr. Chairman. 


Mr. Pallone. We will now turn to our witnesses, and the first 
panel has one person, Dr. Howard. First of all, welcome. Dr. How- 
ard is the director of the National Institute for Occupational Safety 
and Health with the U.S. Department of Health and Human Serv- 
ices. Let me mention that you may, in my discretion, submit addi- 
tional brief and pertinent statements in writing for inclusion in the 
record after your comments. And I welcome you, and if you will 
begin your statement. Thank you. Doctor. 

STATEMENT OF JOHN HOWARD, M.D., DIRECTOR, NATIONAL 
INSTITUTE FOR OCCUPATIONAL SAFETY AND HEALTH, DE- 
PARTMENT OF HEALTH AND HUMAN SERVICES 

Dr. Howard. Good morning, Mr. Chairman, and members of the 
subcommittee, and Mr. Fossella. I am pleased to report on the 
progress that has been made in addressing the health needs of 
World Trade Center responders and volunteers. 

In 2002, the Department first funded medical screening for 
World Trade Center responders and volunteers. By 2004, medical 
evidence showed that periodic medical monitoring was indicated, 
and a monitoring program was added. In late 2006, treatment serv- 
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ices were added because a significant portion of the responders and 
volunteers were experiencing physical and mental health problems. 

Both monitoring and treatment services are provided to those re- 
sponders and volunteers in the New York City/New Jersey metro- 
politan area by Centers of Clinical Excellence at a consortium of 
five medical centers in New York and New Jersey, coordinated by 
the Mount Sinai School of Medicine, and at a clinic center at the 
fire department of New York City. 

These clinical centers have enrolled over 36,000 responders and 
volunteers in medical monitoring and have referred more than 
7,600 of those responders for treatment of physical health ailments 
and nearly 5,000 for referral for mental health conditions. Even 
today. World Trade Center responders and volunteers are still com- 
ing forward to enroll in the federally funded monitoring and treat- 
ment program. 

In addition, over, 1,300 current Federal workers who responded 
have been medically screened by the Department’s Federal Occupa- 
tional Health. And 700 nationwide responders have received an ini- 
tial monitoring examination by contractors of the Mount Sinai Data 
Coordination Center. Just over 400 nationwide responders have re- 
ceived medical diagnosis and/or treatment from the Association of 
Occupational and Environmental Clinics supported by generous 
and continuing funding from the American Red Cross. 

Finally, in collaboration with the New York City Department of 
Health and Mental Hygiene, the Department of Health and Human 
Services funds the World Trade Center health registry. The reg- 
istry tracks the health of 71,000 responders, residents, office work- 
ers, students, and school staff, passersby, those in the area of the 
World Trade Center on September 11, 2001. The registry’s findings 
provide an important picture of the long-term consequences of Sep- 
tember 11 on the health of not only those who responded and vol- 
unteered, but also on those living and working around the World 
Trade Center site. 

Thank you, Mr. Chairman. I would be pleased to answer any of 
your questions. 

[The prepared statement of Dr. Howard follows:] 

Statement of John Howard, M.D., M.P.H. 

Good morning, Chairman Pallone and other distinguished members of the sub- 
committee. My name is John Howard, and I am the Director of the National Insti- 
tute for Occupational Safety and Health (NIOSH), which is part of the Centers for 
Disease Control and Prevention (CDC) within the Department of Health and 
Human Services (HHS). CDC’s mission is to promote health and quality of life by 
preventing and controlling disease, injury and disability. NIOSH is a research insti- 
tute within CDC that is responsible for conducting research and making rec- 
ommendations to identify and prevent work-related illness and injury. 

Mr. Chairman, I would like to express my appreciation to you and to the members 
of the subcommittee for holding this hearing and for your support of our efforts to 
assist those who were affected by 9/11. I am pleased to appear before you today to 
report on the progress we have made in addressing the health needs of those who 
served in the response effort after the World Trade Center (WTC) attack on 9/11 
and those in the affected communities. 

Since February 2006, I have served as the HHS WTC Programs Coordinator. Sec- 
retary of Health and Human Services Michael O. Leavitt determined that there was 
a “critical need to ensure that programs addressing the health of WTC responders 
and nearby residents are well-coordinated,” and charged me with this important 
task. Since receiving this assignment I have traveled to New York City (NYC) and 
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Albany, New York, to assess the status of the existing HHS programs addressing 
WTC health effects, and meet with those we serve. Participating in these dialogues 
has enabled me to better understand the needs of those affected, and the steps we 
can take to meet those needs. As the HHS WTC Programs Coordinator I work to 
coordinate the existing programs and ensure scientific reporting to provide a better 
understanding of the health effects arising from the WTC attack. Today, I will focus 
my remarks on the progress we’ve made toward these tasks. 

WTC Responder Health Program — Monitoring and Treatment 

Since 2002, agencies and offices within HHS have been dedicated to tracking and 
screening WTC rescue, recovery and clean up workers and volunteers (responders). 

In 2004, NIOSH established the national WTC Worker and Volunteer Medical 
Monitoring Program to continue baseline screening (initiated in 2002), and provide 
long-term medical monitoring for WTC responders. In fiscal year 2006, Congress ap- 
propriated $75 million to CDC to further support existing HHS WTC programs and 
provide screening, monitoring and medical treatment for responders. Since these 
funds were appropriated, NIOSH has established a coordinated WTC Responder 
Health Program to provide annual screenings, as well as diagnosis and treatment 
for WTC-related conditions (e.g. aerodigestive, musculoskeletal, and mental health) 
identified during monitoring exams. The WTC Responder Health Program consists 
of a consortium of clinical centers and data and coordination centers that provide 
patient tracking, standardized clinical and mental health screening, treatment, and 
patient data management. 

To date, the WTC Responder Health Program has screened approximately 36,000 
responders. The New York City Fire Department (FDNY) manages the clinical cen- 
ter that serves FDNY firefighters who worked at Ground Zero. As of July 31, 2007, 
FDNY had conducted 29,203 screenings, including 14,429 initial examinations and 
14,774 follow-up examinations. The Mt. Sinai School of Medicine’s Center for Occu- 
pational and Environmental Medicine coordinates a consortium of clinics that serve 
other response workers and volunteers who were active in the WTC rescue and re- 
covery efforts. These clinics have conducted 21,088 initial examinations and 9,101 
follow up examinations. Of the 36,000 responders in the WTC Responder Health 
Program, 7,603 have received treatment for aerodigestive conditions, such as asth- 
ma, interstitial lung disease, chronic cough, and gastro-esophageal reflux, and 4,868 
have been treated for mental health conditions. 

In conjunction with these activities, CDC-NIOSH has funded the NYC Police 
Foundation’s Project COPE and the Police Organization Providing Peer Assistance 
to continue providing mental health services to the police responder population. The 
availability of treatment for both physical and mental WTC-related health condi- 
tions has encouraged more responders to enroll and continue participating in the 
WTC Responder Health Program, which will enable us to better understand and 
treat the long-term effects of their WTC exposures. 

WTC Federal Responder Screening Program 

In fiscal year 2002, the HHS Office of Public Health Emergency Preparedness 
(OPHEP) — which is now the Office of the Assistant Secretary for Preparedness and 
Response (ASPR) — received $3.74 million through the Federal Emergency Manage- 
ment Agency (EEMA) to establish the WTC Federal Responder Screening Program 
to provide medical screening for all Federal employees who were involved in the res- 
cue, recovery or clean up efforts. Current Federal employees in this program are 
screened by the HHS Federal Occupational Health (FOH), a service unit within 
HHS. FOH has clinics located in areas where large numbers of workers are em- 
ployed. As of August 31, 2007, FOH had screened 1,331 Federal responders. In Feb- 
ruary 2006, CDC-NIOSH and OPHEP (now ASPR) signed a Memorandum of Under- 
standing to monitor former Eederal workers via the WTC Responder Health Pro- 
gram. Since then, former Federal workers have been enrolled in the WTC Responder 
Health Program and served by the Mt. Sinai Data and Coordination Center and na- 
tional clinic partners. 


Nationwide Scope 

HHS is working with its partners to ensure that the benefits of all federally-fund- 
ed programs are available to all responders, across the nation. Those responders 
who selflessly came to the rescue of NYC from throughout the country at the time 
of the WTC disaster should receive the same high quality monitoring and treatment 
as those who reside in the NYC Metropolitan Area. Enrollees in the WTC Responder 
Health Program who are not located in the NYC Metropolitan Area, receive mon- 
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itoring and treatment via a national network of clinics managed by QTC, Inc. and 
the Association of Occupational and Environmental Clinics (AOEC), respectively. To 
date, 698 responders outside of the NY Metropolitan Area have been screened by 
the WTC Responder Health Program. 

Achieving such nationwide coverage for WTC responders is challenging; however, 
we are committed to serving all responders, regardless of their location or employ- 
ment status. I am actively working with the medical directors of the WTC Health 
Program, the WTC Federal Responder Screening Program, QTC, Inc. and the AOEC 
to ensure that the services available to responders are uniform across programs. 

WTC Health Registry 

In addition to the WTC Responder Health Program, the Agency for Toxic Sub- 
stances and Disease Registry (ATSDR) maintains the World Trade Center Health 
Registry. In 2003, ATSDR, in collaboration with the New York City Department of 
Health and Mental Hygiene (NYCDOHMH), established the WTC Health Registry 
to identify and track the long-term health effects of tens of thousands of residents, 
school children and workers (located in the vicinity of the WTC collapse, as well as 
those participating in the response effort) who were the most directly exposed to 
smoke, dust, and debris resulting from the WTC collapse. 

WTC Health Registry registrants will be interviewed periodically through the use 
of a comprehensive and confidential health survey to assess their physical and men- 
tal health. At the conclusion of baseline data collection in November 2004, 71,437 
interviews had been completed, establishing the WTC Health Registry as the largest 
health registry of its kind in the United States. The NYCDOHMH launched the 
WTC Follow-up survey in November, 2006. As of August 31, 2007, 39,703 adult 
paper and web surveys had been completed for nearly 60 percent response rate (58.7 
percent). NYCDOHMH has begun a third phase of the follow-up survey to reach the 
registrants through direct interviewing by telephone, as well as initiated a separate 
mailed survey of registrants who are younger than 18 (approximately 2,200). 

The WTC Health Registry findings provide an important picture of the long-term 
health consequences of the events of September 11th. Registry data are used to 
identify trends in physical or mental health resulting from the exposure of nearby 
residents, school children and workers to WTC dust, smoke and debris. Two journal 
articles recently published reported findings on 9/11 related asthma and 
posttraumatic stress disorder (PTSD) (Environmental Health Perspectives, 8/27/ 
2007; and American Journal of Psychiatry, 2007; 164:1385-1394) among rescue and 
recovery workers. Newly diagnosed asthma after 9/11 was reported by 926 (3.1 per- 
cent) workers, a rate that is 12 times the norm among adults. Similarly, the overall 
prevalence of PTSD among rescue and recovery workers enrolled on the WTCHR 
was 12.4 percent, a rate four times that of the general U.S. population. By spotting 
such trends among participants, we can provide valuable guidance to alert Re^stry 
participants and caregivers on what potential health effects might be associated 
with their exposures. 

The WTC Health Registry also serves as a resource for future investigations, in- 
cluding epidemiological, population specific, and other research studies, concerning 
the health consequences of exposed persons. These studies can assist those working 
in disaster planning who are proposing monitoring and treatment programs by fo- 
cusing their attention on the adverse health effects of airborne exposures and the 
short- and long-term needs of those who are exposed. The findings will permit us 
to develop and disseminate important prevention and public policy information for 
use in the unfortunate event of future disasters. 

Funding 

I want to reaffirm the Department’s commitment to work with the Congress to 
provide compassionate and appropriate help to responders affected by the World 
Trade Center exposures following the attacks. 

As you know, the Department of Defense, Emergency Supplemental Appropria- 
tions to Address Hurricanes in the Gulf of Mexico, and Pandemic Influenza Act of 

2006 (P.L. 109-148) provide $75 million for the treatment, screening, and monitor- 
ing of the responders. With less than one month remaining in the fiscal year (FY) 
we are confident this funding will last at least until the end of fiscal year 2007. 

The President’s fiscal year 2008 budget requests $25 million for World Trade Cen- 
ter responders and in May 2007, the President signed the U.S. Troop Readiness, 
Veterans’ Care, Katrina Recovery, and Iraq Accountability Appropriations Act of 

2007 (P.L. 110-128), which included an additional $50 million to support continued 
treatment and monitoring for World Trade Center responders. This funding will be 
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awarded, as needed, to support continued monitoring, care, and treatment of re- 
sponders through fiscal year 2008. 

From July 1, 2006, through June 30, 2007, the Federal grantees have reported 
to NIOSH spending approximately $15 million total for treatment for World Trade 
Center related illnesses. This includes $6 million from American Red Cross funds 
and $9 million from the $42 million total Federal grants awarded in October 2006. 
Of this $9 million, the grantees have actually “drawn down” only $2 million in pay- 
ments on the Federal grants. 

Over $90 million in appropriated funds remains available — including the balance 
of the treatment funds appropriated in fiscal year 2006 and the $50 million appro- 
priated in fiscal year 2007 — before adding the $25 million included in the Presi- 
dent’s fiscal year 2008 budget request. HHS is gathering additional financial data 
from the Federal grantees in order to better understand the healthcare cost issues 
of the responders. Additional data will help inform our policies, ensure that the cur- 
rent program operates efficiently and effectively, and maximize the available re- 
sources to meet responders’ medical needs. HHS will continue to monitor the work 
of the grantees as part of the fiscal year 2009 budget process. 

Since 9/11, HHS has worked diligently with our partners to best serve those who 
served their country, as well as those in nearby communities affected by the tragic 
attack. We have had great success in expanding our monitoring program to include 
treatment, which has encouraged more responders to enroll and receive needed serv- 
ices. We will continue to forge ahead in providing coordinated medical monitoring 
and treatment services, supported by the recent $50 million appropriation. Likewise, 
the WTC Health Registry continues to paint a picture of the overall health con- 
sequences of 9/11, including the effects experienced by the residents, school children 
and office workers located in the vicinity of the WTC. While we have made much 
progress, we must continue to gather and analyze data that will enable us to better 
understand the health effects we have observed so that we may better treat those 
affected. I appreciate your support of our efforts and look forward to working with 
you in the future as we continue to serve this deserving population. 

Thank you for the opportunity to testify. I would be happy to answer any ques- 
tions you may have. 


Mr. Pallone. Thank you, Dr. Howard. I am going to recognize 
myself for some questions. 

You are familiar with the letters that myself and the New York 
delegation have sent to both Secretary Leavitt and Office of Man- 
agement and Budget? Have you seen those? 

Dr. Howard. I think I have seen letters to the Department. I am 
not sure I have seen those you 

Mr. Pallone. OK. Well, I mean essentially if I could summarize 
the concern, I mean the concern is that the administration had 
promised a comprehensive plan to deal with this. As you know, the 
New York delegation has submitted legislation which, I guess, 
could be intended to put together a comprehensive plan. But we 
were supposed to get something like that from the administration. 

We continue to be concerned about the level of budget requests 
that come from 0MB, so we sent a letter to 0MB. And the concern 
I have, and I guess the criticism is that the administration would 
appear to be dragging their feet. We don’t have a comprehensive 
plan. 

We have budget requests that seem to be inadequate. I did get 
a draft, I guess, that I mentioned in my opening statement that 
has the figure, that the current cost estimate for the program is 
nearly $200 million per year. And yet there is an acknowledgement 
in the draft that it could cost as much as $712 million annually. 
And yet the President’s budget for fiscal year 2008 request is only 
$25 million. And I know that one of the administrators for this 
task force resigned, and no new person has been appointed. 
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So I guess the question would be, one, what is happening with 
this comprehensive plan? Are we still getting it? Is it being held 
up because you don’t have a person to replace the person who was 
the chair of the task force? And when are we going to get some real 
cost estimates because I think you would agree that the $25 million 
wasn’t adequate. 

Dr. Howard. Mr. Chairman, let me start with the beginning of 
that list of questions. I think all of them are extremely important. 
I don’t think there should be any doubt in anyone’s mind that Sec- 
retary Leavitt of the Department of Health and Human Services is 
dedicated to this program and ensuring that these individuals who 
are being monitored and treated are not abandoned. That will not 
happen on his watch. 

I think one of the more serious issues with regard to developing 
a comprehensive plan, a multi-year plan, as opposed to a day-to- 
day operational plan, which we do in NIOSH every day with the 
grantees. 

The biggest problem with that, I think, from the point of view, 
not being a budget accountant et cetera, is being able to project 
over time what the true costs are. Right now on the monitoring 
side, it is very easy to do. We know that it costs $1,150 to monitor 
an individual. You tell me the number of individuals you want 
monitored. We do the math, and it comes out. Right now, we have 
37,000 under monitoring, $1,150 per year. That’s about a figure of 
$43 million. Easy to figure out. March that out to how many years 
you want. 

On the treatment side, that is the real conundrum. We put out 
the money for the treatment services in October 2006. It took a few 
months for the grantees to get capacity up and running. Probably 
around February or March, the grantees really started treating in- 
dividuals. So we have a very limited amount of time right now to 
assess from an actuarial sense the costs of treatment because each 
individual is generating different costs, and there are different 
costs associated with treating physical health effects and mental 
health effects. 

So that is an extremely unstable number, and I think again from 
my point as a physician — I am not a professional in this area — but 
I think it challenges people who are looking at projecting costs 
through the years. 

Mr. Pallone. I only have 5 minutes even though I am the chair- 
man. I just really want to know you are agreeing with me that 
there is a problem. The GAO report, that is the next panel, they 
agree that there is a problem. But I just want an answer to simple 
questions. Is the administration still going to give us a comprehen- 
sive plan so we don’t just have to operate ad hoc? When? Is there 
a problem because there is nobody in charge of this anymore be- 
cause the person resigned? And I mean just answer that. Are we 
going to get a comprehensive plan, yes or no? 

Dr. Howard. I would like to answer all three. Yes. 

Mr. Pallone. OK, when? 

Dr. Howard. We are developing comprehensive plans. 

Mr. Pallone. Can we have a date? 

Dr. Howard. The task force that Dr. Agwunobi reported to the 
Secretary in April. The conundrum, I think, we have, which I think 
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has to be recognized is that we don’t have solid cost estimates to 
do a comprehensive long-term plan at this point in time. 

Mr. Pallone. But can you give me an approximate date? 

Dr. Howard. In October at the end of this grant period for the 
treatment program, we will have exact numbers from the grantees 
about what they have spent in this first grant year. That will be 
extremely helpful for a comprehensive plan. 

Mr. Pallone. So can we get this comprehensive, in the next few 
months? 

Dr. Howard. Well, that I will take back to the 

Mr. Pallone. Yes, I would like to have it, if possible, right after 
October 1. And then is there going to be a new person appointed 
to head this task force? 

Dr. Howard. The Secretary at this time — I am co-chair of that 
task force, so I am stepping in from the day-to-day operational 
standpoint to be able to fill that role. 

Mr. Pallone. So you don’t know then? 

Dr. Howard. The Secretary will designate a chair at some point. 

Mr. Pallone. All right, well why don’t you take it back to him 
that we would like that person sooner rather than later? 

Dr. Howard. Yes, sir. 

Mr. Pallone. OK. Mr. Deal. 

Mr. Deal. Thank you. Dr. Howard, talking about the treatment 
side of the issue and whether or not appropriate funds are avail- 
able, just looking at your written testimony, I believe there is like 
$90 million in appropriated funds that remain available, including 
the balance of the treatment funds appropriated in the fiscal year 
2006 and $50 million appropriated in fiscal year 2007, and that is 
before adding the $25 million that was included in the President’s 
fiscal year 2008 budget. I assume that is correct since it is in your 
testimony? 

Dr. Howard. Those numbers are generally correct. The $90 mil- 
lion, because we have monies for monitoring, and then we have 
monies for treatment. So the $90 million is on the monitoring side, 
which was appropriated in 2003. The fifth year of that is coming 
up in fiscal year 2008. Otherwise, the numbers are perfectly cor- 
rect. 

Mr. Deal. OK, so there is money that has already been appro- 
priated that is not currently been expended. But the projection is 
it will be expended over the next several years? 

Dr. Howard. There is no doubt in my mind that medical treat- 
ment will be expend all the money that we have. The issue is the 
timing. As I mentioned to the chairman, we are looking at right 
now at the end of this fiscal year, September 30, we are looking 
at the certainty that we will have enough money to fund monitor- 
ing and treatment fully for anyone who needs it as of the end of 
this fiscal year. 

When we look to that fiscal year 2008, which I think is where 
you are looking, looking at approximately maybe $24 or $25 million 
carried over from fiscal year 2007, plus the $50 million that the 
Congress generously appropriated us in the Iraq supplemental. So 
that is nearly $75 million. That is not counting the money that is 
currently in consideration by the Congress, which I think on the 
House side was $50 million. 
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So we are entering fiscal year 2008 with funds, and again we will 
continue to monitor this very closely. The Department keeps a very 
close eye on this because, as I said, the Secretary’s intention is that 
these patients are not abandoned. They do not run out of money. 
The programs will continue. 

Mr. Deal. Now, as I understand it, most of the money and the 
programs that you put in place go to grantees to carry out various 
functions of the overall picture. Is that correct? 

Dr. Howard. Yes, sir. 

Mr. Deal. And one of the criticisms that apparently GAO has 
made is the lack of documentation. Do you depend on those grant- 
ees to furnish the numbers and the documentation to you? Is that 
part of the grant function? 

Dr. Howard. Yes, sir. A grant is an unusual vehicle, and it is 
money given to grantees. They decide how to spend it. There are 
some deliverables that are attached, but the data really depends on 
the good working relationship between the funder, the Federal 
Government, and the grantee. It is not exactly like a contract, 
which is a little tighter deliverable. 

Mr. Deal. And in order to make projections for future needs, it 
would seem that you would need the kind of demographics and the 
data that the grantees presumably would have access to, but it ap- 
pears in the GAO report that maybe that information is not being 
funneled back up through the system. 

Dr. Howard. No, I would say the grantees are bending over 
backwards to provide us with as much data at any time we ask. 
The issue is that within large hospital medical centers, it is not so 
easy to get actual cost accounting data from systems in any health 
care system. So you are talking about five large medical centers in 
the New York/New Jersey area. So our grantee, which is providing 
the services, must access large systems to be able to do that. 

And as you know and we all know, sometimes health billing isn’t 
in real time. So there may be some lag, if you will, in getting that 
data. So we are working on setting up alternative systems so that 
we are able to set data in real time. Because that is the question, 
as the chairman asked, as my Department asked, as others in Con- 
gress asked. What is your cost estimate? We want to know that 
with some certainty. 

Mr. Deal. But it appears though that the effort to determine 
who is out there and who has needs as a result of this event of 9/ 
11, the screening process is the largest search screening process 
that has ever happened in the history of this country in terms of 
outreach, is it not? 

Dr. Howard. Exactly right. We have never undertaken, to my 
knowledge, in the Federal Government this kind of process, either 
on a registry side with 71,000 registrants that the city is doing for 
us, or on the clinical side, the monitoring and treatment. We have 
never run this kind of system. 

And if I could add, sir, the 40,000 figure that is often quoted, an 
early figure in 2001 and 2002 for the denominator of responders 
and volunteers, is often used. But as you see, we are nearly up to 
that 40,000 figure in registered, enrolled responders and volunteers 
right now. 
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It gives us some pause that that may not he the accurate total 
denominator. And in fact, the city Department of Health, utilizing 
estimation method with Research Triangle Institute in North Caro- 
lina has a number, an estimated number, mathematically esti- 
mated, but around 90,000. 

So somewhere between this 40,000 of enrolled individuals that 
we have now in our program and this theoretical 90,000, we will 
found out exactly how many because, as some of you have noted, 
we do not know exactly how many people responded to the World 
Trade Center disaster. We have no census track for those individ- 
uals. 

Mr. Deal. Thank you. Thank you, Mr. Chairman. 

Mr. Pallone. Mr. Engel. 

Mr. Engel. Thank you, Mr. Chairman. Dr. Howard, you heard 
my opening statement. I am wondering if you could respond to the 
criticism by the GAO that HHS has failed to ensure the uninter- 
rupted availability of screening services with Eederal responders. 
They have also commented that you failed to truly provide screen- 
ing and monitoring to people in other areas of the country who 
came to Ground Zero. And, as you know, GAO said that NIOSH 
has only been able to establish a network of nationwide providers 
with 10 clinics in only seven States. 

Do you believe HHS has acted appropriately in providing services 
to responders? Because the evidence would seem not. 

Dr. Howard. I am certainly not going to dispute the fact that 
historically, as we have gone through establishing these programs 
for responders that are not physically in the New York City/New 
Jersey area, that we have had significant challenges. But right 
now, I think we are on a good trajectory with a contract through 
Mount Sinai for a large nationwide provider of monitoring services 
called QTC. 

So indeed, sir, I would agree that GAO has pointed out histori- 
cally a lot of fits and starts that we have had with both the Eederal 
screening program as well as the nationwide program. We have 
done a lot of work lately, and I am hoping that we are on the final 
trajectory to make sure that those individuals have monitoring and 
treatment services. Now, the treatment services, as I mentioned in 
my statement, are not federally funded. The generous support of 
the Red Cross through AOEC supports treatment. 

Mr. Engel. Let me ask you this. Dr. Howard. In September 2006 
Secretary Leavitt established an internal task force on what you 
said to provide him with an analysis of the data and options on 
how to address the health effects at Ground Zero. 

In April of this year, the task force briefed the Secretary on eight 
options that could be undertaken. We in Congress have yet to hear 
about these various options. Can you please tell us what the eight 
options are and if a decision has been made on a long-term com- 
prehensive plan to care for those who are sick from 9/11? 

Dr. Howard. Well, I think that all of us know the ways health 
care is provided in the United States. I think we could all probably 
sit down and make a list of Medicare, Medicaid, the VA system, in 
addition to our own grant system through our Centers of Excel- 
lence. Those are the kind of ideas that were put in front of the Sec- 
retary. There are not any hidden ideas. There is no magic bullet 
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here. And all those types of systems that are the systems by which 
health care is provided are ones that the Secretary is considering. 

Mr. Engel. And let me ask you a funding question. In July, the 
New York Times reported on an internal HHS document, which es- 
timated yearly cost for the current World Trade Center Medical 
Monitoring and Treatment Program at $195 million per year. It 
also says that the costs will probably rise to $428 million per year. 
Let me ask you. How much do you anticipate that the Medical 
Monitoring and Treatment Program will cost per year? 

Dr. Howard. First of all, as I emphasized to the chairman, a lot 
of costs right now are highly speculative. You have to start out 
with some assumptions. If we start out from the grantee data, and 
this is grantee data that we have. We don’t have our own inde- 
pendent data. 

We rely on the grantees, but if the grantees are spending about 
$8,000 per patient per condition that they are treating, pharmacy 
costs, diagnostic costs, treatment costs. You multiply that times the 
number of people that are under treatment right now, which is 
about 12,000, you get to the figure of about $90 or $100 million. 
So you build on those kinds of figures that the grantees are produc- 
ing. 

By October, I am hoping that we will have more solid estimation, 
but even for treatment at $100 million without hospitalization — 
you have to add then hospitalization costs — ^you can see that health 
care in America is not cheap whether it is for responders or anyone 
else. 

Mr. Engel. Well, let me ask you one final question with the 
chairman’s indulgence. You mentioned Mount Sinai. I know we 
have people from New York City in the next panel. How does the 
manner in which Congress is currently funding the World Trade 
Center Medical Monitoring and Treatment Program, its piecemeal, 
its year-to-year funding, how does that affect the ability of grantees 
like the New York City Fire Department, Mount Sinai and others 
to collect medical and cost data? And how does it affect NIOSH’s 
ability to administer the program in general? 

Dr. Howard. Sir, I think it is a challenge. Institutions would like 
consistent funding more than year to year despite my personal as- 
surances and the assurances of my Department that the programs 
are not going to go away. If you are a CEO of Mount Sinai or an- 
other medical center and you are looking at space considerations, 
infrastructure development, they would like some idea that the 
program is more than just that year. I think that is a real chal- 
lenge. We have to constantly reassure them the program is not 
going away despite the current year-to-year funding. But it is a 
challenge, sir. 

Mr. Engel. Thank you. Doctor. Thank you, Mr. Chairman. 

Mr. Pallone. Thank you. Mr. Ferguson. I’m sorry. I apologize. 
Mr. Barton goes first. 

Mr. Barton. Well, Mr. Ferguson was here before me. I don’t 
mind. 

Mr. Pallone. No, I think the rules are since you are the ranking 
member, I am supposed to call on you first. 

Mr. Barton. Well, thank you. I will try not to take my entire 5 
minutes. Is the problem, the health problem with the World Trade 
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Centers in New York, is it a scope problem? It’s just the catas- 
trophe was so large that it has overwhelmed the healthcare sys- 
tem? Or is there something unique about the problem itself from 
a health standpoint at the collapse of the Trade Center Towers? 

Dr. Howard. If I understand your question, sir, I don’t think 
that it is overwhelming. We have responded, and when I say we, 
the entire family of grantees have responded I think magnificently 
to the challenge of developing infrastructure to be able to see this 
number of individuals in a monitoring program and then refer 
those who need help to treatment. We have some backlogs it is 
true, but I think the response from infrastructure development is 
extremely positive. 

On the issue of the uniqueness of the problem, I think we have 
an entire body of data very consistent from multiple investigators 
published in multiple peer review medical journals that looks at a 
very limited number of conditions. Chiefly those of the respiratory 
system, upper and lower respiratory system. Chiefly that of mental 
health issues, post-traumatic stress disorder, anxiety, depression, 
some musculoskeletal disorders, some gastrointestinal disorders. 

That is really what we have seen consistently in elevated con- 
centrations in these populations. So it is not a scope that we cannot 
deal with. One of the issues with regard to respiratory conditions 
is we don’t exactly know what the nature of the respiratory condi- 
tion is in many cases, and we don’t know what the course is going 
to be. We don’t know exactly how to treat them. So I think that 
is a medical challenge. 

Mr. Barton. But this WTC cough, is that just a colloquialism 
that is used in New York but it is not a unique condition caused 
by the specific type of environmental hazard at the Trade Center? 

Dr. Howard. Well, the World Trade Center cough was a name 
that was acquired very early in the course of this disaster. It really 
refers to one particular type of symptom that an individual mani- 
fests. But lung disease in general, lower lung disease in the lower 
part of the respiratory track always seems to have cough as a 
symptom. So there is nothing specific or unique about it. 

Mr. Barton. There is not a unique disease or condition associ- 
ated with that specific location? 

Dr. Howard. We don’t know that for sure because a lot of condi- 
tions that result in fibrosis of the lung, called interstitial fibrosis 
of the lung, you look at a medical textbook, there are 200 causes 
of it. Each one can be unique in terms of the cause. So in that 
sense, we are not far enough along the medical research line to be 
able to answer your question fully. 

Mr. Barton. OK, in terms of legal liability, is there a specific 
problem between the Federal responders, the non-Federal respond- 
ers, the city of New York, in terms of legal liability for work-related 
occupational accidents or conditions that resulted as a result of re- 
sponding to that disaster? 

Dr. Howard. Sir, I am not sure I am qualified to address that 
issue. 

Mr. Barton. Well, that appears to be one of the primary issues 
that we are trying to — at least the people that come into my office, 
the private contractors have an indemnification problem. They 
claim that they went and did the work and were told by the city 
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officials that they would he indemnified. And now after the fact, 
they are finding they have not been indemnified, and there are 
some potential lawsuits. And there are requests for some Federal 
legislation to indemnify them. I thought that was one of the pri- 
mary reasons we are holding this hearing, but maybe I am mis- 
taken in that regard. 

Dr. Howard. There are indeed lawsuits that are pending against 
the city and its contractors, but I don’t know any 

Mr. Barton. But I mean is there a generic Federal OSHA regu- 
lation on that? 

Dr. Howard. Not to my knowledge. 

Mr. Barton. OK. Thank you, Mr. Chairman. 

Mr. Pallone. Thank you. Let me just mention we have three 
votes coming up, and we have about 10 minutes left. So Mr. Fer- 
guson will ask questions, and then we will recess Dr. Howard and 
come back maybe half an hour or so. And we will have a few more 
questions. Mr. Ferguson. 

Mr. Ferguson. Thank you, Mr. Chairman. Thank you. Dr. How- 
ard, for being here. Your written statement appears to say that 
there are millions of dollars in funds that are still available under 
some of the Federal health programs. Is that a correct interpreta- 
tion of your written testimony? 

Dr. Howard. Right, as I have indicated, we will probably know 
for certain at the end of the grant period, October 30, 2007, how 
much money we will have expended and how much we will have 
that will be carried over to fiscal year 2007. Right now, we are esti- 
mating about $20 to $24 million will be carried over. We have $50 
million from the Iraq supplemental. So already we have on hand 
$74 million. So we are not going to enter 2008 without funding. 

Mr. Ferguson. What is your best estimate as to when we will 
know if that is going to be sufficient to meet some of the health 
treatment requirements and challenges that these victims are fac- 
ing? 

Dr. Howard. Exactly, and this is the question that everyone 
wants to know, and my answer is often inadequate because what 
I say is with time, as we gain more experience with the true cost, 
the average cost per patient for treatment, we are going to be able 
to give you a better number. Right now, it is hovering around 
$8,000 per patient. 

If you are seeing about 25 percent of the monitored patients that 
are in treatment, then you can estimate those costs. But they are 
relatively unstable right now. I would like to see some more time 
take place at least until our grant period at the end of October, 
maybe towards the end of the fall, until we have some more stable 
numbers. 

You can calculate any estimate at any time, but the stability of 
that estimate from actuarial level is often elusive. 

Mr. Ferguson. What is being done in terms of R&D on new 
treatments for some of these ailments? It seems like some of the 
ailments that first responders and others are dealing with are new 
and more difficult than perhaps other health challenges that have 
typically been faced by a large number of people. What sorts of new 
treatments are being developed? What are you aware of in terms 
of those efforts underway? 
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Dr. Howard. We have no funds right now targeted specifically 
to research. All of our funds that we have appropriated go to mon- 
itoring and treatment. The grantee institutions, many of them are 
academic medical centers, and they have heen very creative in 
looking at their clinical findings and trying to figure out the best 
ways to treat. 

But specifically, they do not have money to spend in research per 
se, and that is something that we hope in fiscal year 2008 to be 
able to utilize some of the already appropriated money to be able 
to give to the grantees to engage in research activities per se. 

Mr. Ferguson. That was going to be my next question. What 
is — do you have any specific recommendations at this point, or are 
those sort of informal conversations you are having with folks? I 
mean are we going to need to reprogram funds? What is your sense 
of how that can happen? It sounds like you believe it ought to hap- 
pen. 

Dr. Howard. Yes. 

Mr. Ferguson. Do you have any further — kind of any more spe- 
cific recommendations at this point, or are you developing those 
now? 

Dr. Howard. Well, within the day-to-day measurement structure 
that we do, our own plan that I administer, we are trying to set 
aside targeted funds so that grantees can look into some issues 
with regard to what is the exact nature of the respiratory condi- 
tions and how are they best treated. 

But we don’t have money appropriated by the Congress specifi- 
cally for that purpose; although, everyone that I have talked to 
within the Department, within Congress, of course, is very attuned 
to that issue. And I think the grantees might be, Mt. Sinai and oth- 
ers that are here on the other panel, might be best to ask about 
their efforts because they have done heroic efforts with very little 
money thus far to move the medical science along. 

Mr. Ferguson. Just in closing, Mr. Chairman, it seems like that 
might be an area that we really would want to examine further if 
we are experiencing these very significant health problems, if these 
folks are experiencing these very significant health problems. Per- 
haps we should also be looking at new and different ways of treat- 
ing them in addition to just simply plowing resources into the cur- 
rent treatments that we have which may or may not be as effective 
as they need to be. Perhaps some of our efforts should be focused 
on some different and better treatments and some research into, 
perhaps we can take this terrible situation and create some good 
from it in terms of finding new treatments for ailments and ill- 
nesses and symptoms that maybe we otherwise wouldn’t have an 
opportunity to find. 

Dr. Howard. Exactly, and in my subcommittee of the Secretary’s 
task force, the Science Subcommittee, we have recommended a 
number of studies along those lines. So that is a very important 
point that you are making. 

Mr. Ferguson. Thank you. Thank you, Mr. Chairman. 

Mr. Pallone. Thank you. Dr. Howard, we are going to take 
about a half an hour recess to vote on the floor, and then we will 
have some questions when we come back. We won’t have a second 
round though. We will just go through everybody. Everybody will 
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have a chance, and then we will go to the second panel. Thank you. 
The subcommittee is in recess. 

[Recess.] 

Mr. Pallone. The subcommittee will reconvene. 

Dr. Howard, we left off with Congressman Fossella asking ques- 
tions. 

Mr. Fossella. Thank you, Mr. Chairman, and thank you again. 
Dr. Howard, and thank you for all you have done. I know in your 
capacity you have been very vigilant and a very bright light, I 
think, within efforts to try to reconcile what we have been trying 
to reconcile for 6 years. 

And I could just characterize, maybe if you will for lack of a bet- 
ter phrase, the perception that — and I speak this on a personal 
level, and perhaps I speak for others — is there is a sense that we 
are constantly sort of dragging folks to the table. From securing 
just less than 2 years ago the Federal funding for treatment, to 
your appointment, to Dr. Agwunobi’s 

I guess there is a perception that — I won’t say perception. There 
is an understanding that we would love for, in this case, the execu- 
tive branch to be more out front leading the charge. And what has 
happened in the last 6 years from the private sector to the health 
care centers to the Centers for Excellence to the mayor’s office is 
just an understanding of this is too big and too important to wait 
for an answer and wait for the cavalry to come. So they have been 
doing the job. 

For example, we talk about the inability to truly estimate, and 
we are always going to have disagreements on the margins and 
whether the number is 50,000 or 51,000, 52,000. But I find it curi- 
ous as to how New York City could estimate what treatment would 
cost. 

The mayor, if my understanding is correct, has committed $100 
million until 2011. Why is it that the Federal Government can’t 
come forward and say this is what we are going to commit until 
2011 for the sake of argument? I recognize the nuances of the an- 
nual appropriations process. But wouldn’t it be so much better if 
the cavalry came in and said whatever it is going to cost over the 
next 2, 3, 4, 5 years, until we get a sense of reliable data, it is 
going to happen? 

And along those lines, April 3 is our understanding pursuant to 
the letter Mr. Pallone cited. Did the task force provide rec- 
ommendations to HHS regarding what they have determined to 
date? 

Dr. Howard. With regard to the latter question, the task force 
was divided into two groups, a finance group and a science group. 
I headed the science group, and we made recommendations to the 
Secretary from both of the subcommittees, from the finance side 
and from the science side. 

A lot of the science issues we are trying to operationalize, looking 
at research opportunities to move the science forward with the cur- 
rent grantees. From the finance side, I think again despite those 
issues of policy that you talked about, the Department is extremely 
interested in the stability of cost estimates so that they are able 
to be able to project beyond just this last 6 months that we have. 
I know that is a big issue in the Department. 
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Budget people, which I am not one, want some certainty in those 
budget estimates. With regard to the policy options that you men- 
tioned, they are beyond my task, and I will certainly take that back 
to the Department. 

Mr. Fossella. Well, because I think there has been a vacuum in 
a way, and it is being filled in different ways. It is an ultimate col- 
laboration, especially, I think, reflecting the legislation we intro- 
duced last night. And we would love to have a comment from sort 
of HHS as to whether they would support, let us say, that legisla- 
tion. Have you had a chance to review the legislation or at least 
an outline of it? 

Dr. Howard. No, I haven’t had a chance to read the legislation, 
and, of course, the administration’s position on legislation is de- 
cided at a level different than my own. 

Mr. Fossella. Well, we would love again some dialog. If the 
goal — and you heard it in a bipartisan way here from those who 
just declare it as an emergency and it demands a national re- 
sponse. To me, national dictates a Federal response. 

And it would also free up personnel and people at the city level, 
the municipal level. There is more litigation taking place. Why 
can’t we get these individuals out of the courtroom, get the lawyers 
out of the courtroom and settle this case? 

I do think that with a strong Federal commitment, a lot of that 
would find its way to a swifter conclusion if there was a notion that 
the city of New York would not have to shoulder so much a burden. 
And likewise and most importantly again I get back to the insur- 
ance of monitoring and treatment that Mr. Ferguson brought up, 
and I think you would concur, the notion that research — why 
should we be 6 years later just talking about whether we should 
be providing funding for research? I mean it is a shame. 

One just quick question. Do you think — and maybe you have an- 
swered it, but if there is any other way you can answer it that will 
elaborate — the biggest problem adjustment the Department would 
recommend at this time to improve the health monitoring treat- 
ment program? You talked about the grantees. You talked about 
more data, more information. 

Is there any other thing that we should be doing in a legislative 
mechanism to free up flexibility at your end to get the answers or 
solutions we are looking for? 

Dr. Howard. From the scientific side, I have always said that 
the money that we have had to date goes to monitoring services 
and now treatment services because it is small amounts of money, 
and we are always trying to make sure that we have enough to get 
from year to year. 

We have not expended any significant amount of money on real 
research into the causes of some of these diseases or their best 
treatments because we have been trying to shepherd the money for 
services. So I think that is one area that we have spoken about al- 
ready that, from my point of view as heading the Science Sub- 
committee that made recommendations to the Secretary, this is a 
really important issue. Otherwise, we are not going to know exactly 
what the contours of the problems are and how best to treat these 
people. 
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Mr. Fossella. Mr. Chairman, again I would like just on a per- 
sonal level thank Dr. Howard. He is very passionate about what he 
does, and again I said the bright light because you have been ter- 
rific in helping us all shepherd through this. And we would love to 
get more folks seeing it your way. 

Thank you, Mr. Chairman. I yield back. 

Mr. Pallone. Thank you. Thank you. Dr. Howard. We are done 
with your questions. 

Dr. Howard. Thank you. 

Mr. Pallone. And we appreciate this, and I know this is going 
to be an ongoing concern so. I will just repeat again we do want 
a plan from the administration, and we also would like to see 
someone appointed as the head of that task force as quickly as pos- 
sible. 

Dr. Howard. Thank you. 

Mr. Pallone. If you will send that back. Thank you. And I will 
ask the second panel to come forward please. 

Thank you all for being here today. Let me just introduce every- 
body. Starting on my left is Mr. John Vinciguerra from the fire de- 
partment of New York, although it says that you actually live in 
New Egypt, New Jersey. That is a long commute. And then we 
have Dr. Iris Udasin who is associate professor of environmental 
and occupational medicine at the University of Medicine and Den- 
tistry, New Jersey, the Robert Wood Johnson Medical School. It is 
always a lot to say all that. She is actually from the clinical center 
that is in my district in Piscataway. Thank you for being here, and 
thank you for all that you do. And then we have Dr. Robin Herbert 
who is associate professor of the community and preventative medi- 
cine at Mount Sinai School of Medicine in Manhattan. And we have 
Ms. Cynthia Bascetta, who is director of health care issues for the 
Government Accounting Office for the GAO. Dr. Jim Melius who is 
administrator for New York State Laborers. And Mr. Edward 
Skyler who is the deputy mayor for administration in the city of 
New York, representing the mayor of New York. 

So let me mention again that each witness has 5 minutes for 
their opening statement. Obviously your written statements will be 
submitted for the record. So we would like to have you keep to the 
5 minutes if you could. You may, if you wish, submit additional 
brief and pertinent statements in writing for inclusion into the 
record later as well. And I will start with you, Mr. Vinciguerra. 
Thank you for being here, and thank you for all that you have 
done. 

STATEMENT OF JOHN VINCIGUERRA, FIRE DEPARTMENT OF 
NEW YORK (RETIRED), NEW EGYPT, NJ 

Mr. Vinciguerra. Good morning. Thank you for having me. I 
was glad to hear the testimony from Dr. Howard. It was nice to 
sort of be reassured that the money is not going to be running out 
tomorrow. I would just like to read my testimony and take any 
questions you might have. 

My name is John Vinciguerra. I am 39 years old and a father of 
four. On January of this year, I was forced to retire as lieutenant 
with the fire department. New York City, EMS command, due to 
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the lung damage that I sustained during the World Trade Center 
disaster rescue and recovery effort. 

It was one of the saddest days of my life when I had to turn in 
my badge and end an 18-year career. Prior to becoming ill, I was 
in good health, able to carry equipment and victims both up and 
down many flights of stairs. I love to be able to help people and 
felt I had one of the best jobs in the world. 

September 11 started like any other day. I picked up an overtime 
shift on the night tour. Left work early that morning. I went home, 
hopped into bed, tried to get a nap because I had the rest of the 
day off. Wanted to have time to spend with my family. My wife 
came up and woke me up to tell me what was happening. We 
watched the second plane hit the towers on TV. I was wide awake 
in an instant. 

Along with my wife, who was also an EMT, we grabbed our gear 
and drove to the city. I was told to report to my station just over 
the Brooklyn Bridge, began transporting equipment and personnel 
back and forth to Ground Zero. I worked at the World Trade Cen- 
ter site for many days, both on the piles as part of the bucket bri- 
gade, treating people who were injured at the site and supervising 
EMS crews from around North America. 

I averaged twice a week doing 16- to 24-hour shifts each time 
until about January 2002. At that point, it was just too difficult to 
be there anymore. 

While I do truly feel blessed to be here and be able to talk to you, 
and I know there are many others in much worse condition than 
myself, I also know that this has affected me in three major ways, 
both physically, mentally, and financially. As far as physically, like 
many others, I developed the World Trade Center cough. I was 
given medication by the fire department doctors, which was 
changed by my private doctor. When my breathing continued to de- 
teriorate, another medication was added. I continued to work and 
watch my lung volumes drop on my annual physicals and became 
more and more run down but wanted to try to work through it. 

On April 30, 2005, that came to an end. After suffering at home 
for 24 hours hoping I just had a bad virus, I was taken to Robert 
Wood University Hospital in Hamilton. I was hospitalized for se- 
vere respiratory distress and admitted to the ICU in it. A scan in 
my lungs revealed a spot, and the oxygen profusion in my body was 
so poor that they thought I had a pulmonary embolus, which is a 
blood clot on my lungs. 

Unfortunately, this was not the case. What was happening was 
that the scarring in my lungs from breathing in all the toxins had 
become so bad that I was no longer able to move enough air, and 
my body was suffocating. I was also told that I know had high 
blood pressure, and I had stopped breathing several times during 
the night. 

I was loaded up with steroids, antibiotics, and many other medi- 
cations, and discharged a few days later. I currently cannot walk 
up a flight of stairs without running out of breath. My lung vol- 
umes run between 30 to 60 percent of what they should be. I can- 
not run and play outside with my children. I need to be cautious 
when temperature or humidity changes. I am very sensitive to 
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dust, pollen, and pollution, and I spend most of my time indoors 
with a hepa filter that is my best friend. 

I have to take at least seven medications a day every day that 
cause both fatigue and weight gain. Due to my sleep apnea, I now 
have to wear a mask over my face at night that blows air into my 
nose to keep my airway open. Every time I put it on, I feel my ears 
pop as if I am on an airplane. And it has also greatly diminished 
my sense of smell, but it is much better than the prospect of suffo- 
cating in my sleep and stopping breathing. 

Since becoming ill, I have been diagnosed with anxiety and de- 
pression, both related to post-traumatic stress disorder. I have 
tried medications, but the side effects only seem to make matters 
worse. Luckily for me, I have a strong marriage, and my wife has 
been there for me. But the stress this has put on me, my marriage, 
and our family is enormous. 

After I first reported of my illness to the city of New York, my 
claim was denied. I was told that since more than 2 years has 
passed since September 11, I was no longer eligible for file a Work- 
er’s Compensation claim. As you could imagine, I was despondent. 
The thought of being left on my own. I felt that I had done all I 
could to help this city and this country in its time of need, and now 
I was being abandoned. 

Fortunately, the New York media was relentless in reporting 
both my case and the plight of others in similar situations. Legisla- 
tion was introduced and passed in New York to extend the deadline 
to file for a claim. Fifteen months after becoming sick, as legisla- 
tion was taking effect, on July 26, my case was finally approved on 
appeal. This event lead the way to me being retired and the end 
of my career. It was not how I pictured that it would end, and it 
is certainly a disappointment to me. 

Financially, here there is a light at the end of the tunnel, but 
things are going to get worse before they finally get better. Since 
it took 15 months for my case to get approved, I was responsible 
for all my doctors’ visits and medication copays. I was not working 
and was unable to pay all the bills and continue to put food on the 
table. I was forced to sell my home to try to keep my head above 
water, and it didn’t take long for the creditors to start circling. 

Even now, it has been over 2 years since I first became ill and 
a year since my case has been approved. But the New York City 
Law Department has still not paid the bills that have accumulated. 
My original pulmonologist told me a year ago that he would not be 
able to see me anymore because he has not been paid and still has 
not been paid to this day. 

In May 2007, I applied for Social Security disability. After follow- 
ing up with several phone calls, I was told in August that despite 
all the documentation and the fact that I was forced to retire from 
my respiratory problems, I would have to be sent for an anxiety 
evaluation. And the earliest appointment that was available was 
the end of September, the end of this month. 

On top of all this, although I was granted a pension, I will not 
come off payroll for the fire department until September 26 of 
2007. Then I will have to wait until November to get my first pen- 
sion check, and when that does come, it is only going to be a partial 
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payment until they get the numbers spooled up, and they can ad- 
just them. 

Since I have a biweekly pay mortgage, I am trying to work with 
my bank so that I won’t be missing too many payments. I have also 
tried to take a pension loan, but since I am so near to retirement, 
it is not considered a disbursement. Since it is a disbursement, I 
can’t take it until after my retirement date. 

After that, it won’t arrive — they won’t cut the check until after 
my retirement date and will take another 30 to 45 days to arrive 
on top of that. I also looked to refinance my current mortgage, but 
due to late medical bills, the banks want over 10 percent for a new 
mortgage. It would be a long time before I recover financially. 

While I feel good that hearings such as this are taking place and 
it is comforting to know that so many people are concerned with 
me and my fellow recovery workers, there still remains much to be 
done. More money is needed, not just for monitoring, but for treat- 
ment of symptoms and conditions that are discovered. Financial as- 
sistance needs to be provided for those in need of help, whether 
temporary or permanently. An advocate should be appointed to 
help cut through the red tape that is facing not just the responders 
but also the residents and school children that were affected. Be- 
cause what good is a program if the people that need it most don’t 
know it is there and can’t get it to work for them? 

Also the World Trade Center Captive Insurance Fund should be 
abolished and replaced with a compensation fund or another pro- 
gram that will put money to use where it is needed. It is disgrace- 
ful that the lead administrator is being paid $300,000 a year to run 
a hostile fund that is throwing tens of millions of dollars at lawyers 
to prevent giving financial support to those it was created for. 
Thank you very much for your time and consideration. 

[The prepared statement of Mr. Vinciguerra follows:] 

Statement of John Vinciguerra 

My name is John Vinciguerra. I am 39 years old and a father of four. January 
of this year I was forced to retire as a Lieutenant with the FDNY EMS command 
due to lung damage sustained during the World Trade Center disaster rescue and 
recovery. It was one of the saddest moments of my life when I had to turn in my 
badge and end an 18 year career. Prior to becoming ill I was in good health and 
able to carry equipment and victims both up and down many flights of stairs. I 
loved to be able to help people and felt I had one of the best jobs in the world. 

September 11, 2001 started for me like any other day. I had picked up an over- 
time shift on the night tour and left work in the early morning. I went home and 
climbed into bed to grab a quick nap. My wife came and woke me up to tell me 
what was happening, and we watched the second plane hit the towers. I was wide 
awake in an instant. Along with my wife who is also an EMT, we grabbed our gear 
and drove to the city. I was told to report to my station just over the Brooklyn 
Bridge and began transporting personnel and equipment back and forth to ground 
zero. I worked at the WTC site for many days on the pile as part of the bucket bri- 
gade, treating people who were injured at the site, and supervising EMS crews from 
around North America. I averaged about twice a week doing 16-24 hour shifts each 
time until January of 2002. After that, it was just too difficult to be there. And 
while I truly feel blessed to be here and able to talk to you, and I know that there 
are many others in much worse condition than myself, I also know that this event 
has effected me in three major ways, physically, mentally, and financially. 

Physically; like many others I developed the “World Trade Center Cough”, and 
was given medication by the FDNY doctors. This was quickly changed by my private 
doctor. When my breathing continued to deteriorate, another medication was added. 
I continued to work and watch my lung volumes drop at my annual FDNY 
physicals. I became more and more run down but wanted to work through it. On 
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April 30 2005 that came to an end. After suffering at home for 24 hours hoping I 
just had a bad virus, I was taken to Robert Wood University Hospital in Hamilton 
NJ. I was hospitalized for severe respiratory distress and admitted to the intensive 
care unit. A scan of my lungs revealed a spot, and the oxygen perfusion in my body 
was so poor that they though I had a pulmonary embolus, or blood clot in my lungs. 
Unfortunately this was not the case. What was happening, was that the scaring in 
my lungs from breathing in all of the toxins had become so bad that I was no longer 
able to move enough air, and my body was suffocating. I was also told that I now 
had high blood pressure, and I had stopped breathing several times during the 
night. I was loaded up with steroids, antibiotics, and many other medications, and 
discharged a few days later. I currently cannot walk up a flight of stairs without 
running out of breath. My lung volumes run from between 30 percent to 60 percent 
of what they should be. I can not run and play outside with my children, I need 
to be cautious when the temperature or humidity changes, I am very sensitive to 
dust, pollen, and pollution, and I spend most of my time in my room with a hepa 
air filter which is my new best friend. I have to take at least seven mediations a 
day that cause both fatigue and weight gain. Due to my sleep apnea I have to wear 
a mask over my face at night that blows air into my nose and keeps my airways 
open. Every time I put it on it causes my ears to pop as if I were on an airplane, 
and it has greatly diminished my sense of smell. But it is much better than the 
prospect of suffocating in my sleep. 

Mentally; since becoming ill, I have been diagnosed with anxiety and depression. 
Both related to post traumatic stress disorder. I have tried medication but the side 
effects only seemed to make matters worse. Luckily for me I have a strong marriage 
and my wife has been there for me. But the stress that has been put on me, our 
marriage, and our family is enormous. After I first reported my illness to the City 
of New York, my claim was denied. I was told that since more than two years had 
passed since Sept 11, 2001, that I was no longer eligible to file a workers compensa- 
tion claim. As you could imagine, I was despondent at the thought of being left on 
my own. I felt that I had done all I could to help the City, and this country in its 
time of need, and now I was being abandoned. Fortunately the New York media was 
relentless in reporting both my case and the plight of others in similar cir- 
cumstances. Le^slation was introduced and passed in New York to extend the dead- 
line to file a claim. Fifteen months after becoming sick and as legislation was taking 
effect, in July 2006 my case was approved on appeal. This event led the way to re- 
tirement and the end of my career. This was not how I pictured that it would end 
and is certainly a disappointment to me. 

Financially; here there is a light at the end of the tunnel, but things are going 
to get worse before they get better. Since it took fifteen months for my case to get 
approved, I was responsible for all my doctors visits and medication co-pays. I was 
not working, and I was unable to pay all of the bills and continue to put food on 
the table. I was forced to sell my home to try to keep my head above water. It didn’t 
take long for the creditors to start circling. Even now it has been over two years 
since I became ill, and a year since the case has been approved, but the New York 
City Law Deptartment still has not paid the bills that accumulated. My original 
Pulmonologist told me a year ago that he would not be able to see me an 3 Tnore be- 
cause he had not been paid and he still has not been paid to this day. In May 2007 
I applied for Social Security Disability. After following up with several phone calls, 
I was told in August that despite all of the documentation and the fact that I was 
forced to retire for my respiratory problems, I would have to be sent for an anxiety 
evaluation, and the earliest appointment was the end of September. On top of all 
of this, although I was granted a pension, I will not come off of pa 3 Toll for the 
FDNY on September 26, 2007, then I will have to wait until November 2007 to get 
my first check from the pension department. And when it does arrive, it will only 
be a partial payment (less than half) for the first 3 to 6 months until the final num- 
bers can be adjusted. Since I have a bi-weekly pay mortgage, I am trying to work 
with my bank so as not to miss two payments. I tried to take a pension loan, but 
since I am so near retirement. It is now considered a “disbursement” and I cannot 
take it until I retire. On top of that, it needs to be sent out as a check and will 
not arrive for 30-45 days. I also looked into refinancing my current mortgage, but 
due to the late medical bills, the banks want over 10 percent for a new loan. It will 
be a long time before I recover financially. 

While I feel that it is a good thing that hearings such as this are taking place, 
and it is comforting that so many people are concerned with me and my fellow re- 
covery workers, there still remains much to be done. More money is needed not just 
for monitoring, but for treatment of the symptoms and conditions that are discov- 
ered. Financial assistance needs to be provided to help those in need whether tem- 
porary or permanently. An advocate should be appointed to help cut through the 
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red tape that is facing not just the responders, but also the residents and school 
children that were also effected, because what good is a program if the people that 
need it the most don’t know it is there or cannot get it to work for them. The WTC 
Captive insurance fund should be abolished and replaced with a compensation fund 
or another program that will put the money to use where it is needed. It is disgrace- 
ful that the lead administrator is being paid $300,000.00 per year to run a hostile 
fund that is throwing tens of millions of dollars at lawyers to prevent giving finan- 
cial support to those it was created for. Thank you very much for your time and 
consideration. 


Mr. Pallone. Thank you so much really. I would like to ask Dr. 
Udasin to go next if you would. Is there a concern? 

Ms. Udasin. Yes, I had some slides. 

Mr. Pallone. You have some slides? 

STATEMENT OF IRIS UDASIN, M.D., ASSOCIATE PROFESSOR, 

ENVIRONMENTAL AND OCCUPATIONAL MEDICINE, UNIVER- 
SITY OF MEDICINE AND DENTISTRY OF NEW JERSEY, ROB- 
ERT WOOD JOHNSON MEDICAL SCHOOL 

Dr. Udasin. Chairman Pallone, Ranking Member Deal, and hon- 
orable members of the Energy and Commerce Health Subcommit- 
tee, I am Iris Udasin, associate professor at UMDNJ, Robert Wood 
Johnson School of Medicine, and New Jersey principal investigator 
of the World Trade Center Medical Monitoring and Treatment Pro- 
gram. 

I am board certified in internal and occupational medicine. My 
experience includes more than 20 years of practice as a real doctor, 
diagnosing and treating occupational and environmental illnesses. 
I have personally examined approximately 1,000 patients who re- 
sponded to the tragedy. 

The complex mixture of contaminated material present at the 
site has resulted in an unprecedented incidents of illness. Submit- 
ted with my testimony is a magnified dust particle, up there, that 
was collected at the site. Scientists from my institution were in- 
volved in characterizing this material. Even 6 years after the tragic 
event, our patients present with significant respiratory and gastro- 
intestinal illnesses complicated by mental health disorders. In 
order to fully appreciate the diseases in this population, I direct 
your attention to the photographs of Deputy Chief Lacey Wirkus 
and the other members of the Elizabeth Fire Department that re- 
sponded to this tragic event. 

These photographs illustrate the roots of exposure and explain 
the mechanism of illnesses sustained by the population. Though 
the individuals in this photograph and the next one had respiratory 
protective equipment, the masks became weighted down by con- 
taminated material and perspiration and did not offer sustained 
protection. 

As depicted in the picture, there were huge amounts of dust and 
smoke debris on his face, clothing, hair, and skin. The material was 
absorbed by breathing, skin contact, and ingestion, as workers 
were contaminated even as they ate and drank at the site. 

Most of our patients continue to work today despite suffering 
from conditions such as asthma, bronchitis, sinusitis, laryngitis, 
and gastroesophageal reflux. They have persistent shortness of 
breath, wheezing, cough, chest pain, sinus pressure, sore throat, in- 
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digestion, heartburn, decreased exercise tolerance. Many suffer 
from post-traumatic stress disorder and depression. 

Some have lost or limited health insurance benefits or financial 
hardship from loss of income. Uninsured patients clearly need the 
services of the medical monitoring and treatment program as they 
have minimal or no medical care. However, despite the fact that 
the majority of patients seen in New Jersey are insured, at least 
60 percent are either untreated or undertreated for complicated 
medical and mental health illnesses. 

Furthermore, typical health insurance has insufficient coverage 
for mental health. In order to correctly diagnose World Trade-relat- 
ed illnesses, health professionals spend several hours evaluating 
the medical, occupational exposure and psychological histories and 
perform detailed physical and mental health assessments. These 
assessments require more time than insurance typically allows for 
these encounters. 

Specialized testing may be needed to appropriately diagnose our 
patients who have unusual presentations of asthma and other res- 
piratory illnesses. Many community physicians do not have access 
to these tests or may lack of the knowledge of the unique aspect 
of diseases in this population. 

The diagnostic dilemmas we face can be appreciated by the fol- 
lowing patient presentations. Patient No. 1 is a 31-year-old man 
who presented with a dry cough, sore throat, anxiety, and de- 
creased ability to exercise. He was being treated for anxiety and 
had a nasal spray that didn’t work and an asthma medication that 
he took occasionally. Further examination showed the presence of 
severe sinusitis and asthma. 

His respiratory symptoms have improved after sinus surgery and 
proper treatment of the asthma. His anxiety level has improved 
but still requires prescription medication. His exercise tolerance 
has returned to baseline. 

Patient 2 is a 46-year-old with severe coughing and heartburn. 
He took several cough medicines and nasal sprays with no relief. 
His examination and baseline breathing tests were normal, but his 
methacholine challenge test was diagnostic for asthma. And his en- 
doscopy showed gastroesophageal reflux. He responded well to 
treatment but requires five prescription medications. 

Patient 3 is a 39-year-old previously healthy man who was ex- 
tremely short of breath and had a chronic cough. His original diag- 
nosis was pneumonia, which did not respond to antibiotics. Biopsy 
of his lungs showed sarcoidosis. He currently takes three prescrip- 
tion medications but is disabled from his work as a New York City 
police officer. 

Once the diagnosis is made, treatment can be complicated and 
frequently require several prescription medications. Even in pa- 
tients who do have insurance, many have prohibitive copays or in- 
surance constraints which prevent them from receiving brand 
name medications. Beyond the above conditions, there is concern 
about the possibility of life-threatening, long-term, chronic illnesses 
such as pulmonary fibrosis, sarcoid, cancer, and heart disease. The 
monitoring program provides the opportunity for early detection 
and intervention to potentially lessen the severity of these ill- 
nesses. 
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It is our goal to improve the treatment of acute and persistent 
health problems, enabling a decrease in future illness and disabil- 
ity and hopefully more productive lives. As a concerned physician, 
I implore you to support the 9/11 Health and Compensation Act 
and continue the funding by NIOSH of a program which allows ex- 
perienced physicians to treat these complicated illnesses as well as 
provide adequate diagnostic testing and prescription medications. 
We want to continue to provide physical and mental health care for 
those people who willingly took care of all of the rest of us. 

Thank you for the opportunity to appear before the committee. 
[The prepared statement of Dr. Udasin follows: 

Testimony of Iris G. Udasin, M.D. 

Chairman Pallone, Ranking Member Deal, and honorable members of the Energy 
and Commerce Health Subcommittee. I am Iris G. Udasin, M.D., associate professor 
of Environmental and Occupational Medicine at University of Medicine and Den- 
tistry of New Jersey-Robert Wood Johnson School of Medicine and New Jersey Prin- 
cipal Investigator of the World Trade Center Medical Monitoring and Treatment 
Program. I am board certified in internal medicine and occupational medicine and 
serve as director of employee health for the University, and course director for the 
medical student course in clinical prevention. My experience includes more than 20 
years of clinical practice as a “real doctor” diagnosing and treating occupational and 
environmental illnesses. I have personally examined and treated approximately 
1,000 patients who responded to the tragedy at the World Trade Center. 

The complex mixture of contaminated material present at the WTC site has re- 
sulted in an unprecedented incidence of illness. This material was highly alkaline, 
leading to the absorption of large particles of cement, glass, asbestos, and other fi- 
brous materials as well as toxic gases from combustion. Submitted with my testi- 
mony is a magnified picture of a dust particle that was collected from the WTC site. 
It is noted that scientists at EOHSI (the Environmental and Occupational Health 
Sciences Institute, a joint project of UMDNJ and Rutgers University) were involved 
in characterizing this toxic material. Even 6 years after the tragic event, at least 
two thirds of our patients present with significant respiratory and gastrointestinal 
illnesses complicated by mental health disorders. In order to fully appreciate the 
diseases that are now prevalent in this population, I direct your attention to the 
photographs of Deputy Chief Lacey Wirkus and some of the other members of the 
Elizabeth, New Jersey Fire Department that responded to the tragic event. These 
photographs (see appendix) illustrate the routes of exposure to the toxic material 
and help to explain the mechanism of the illnesses sustained by the responders. 
Chief Wirkus donated these photographs for the purpose of representing all of the 
responders who included construction workers, communication workers, law enforce- 
ment, health care workers, as well as all of the paid and volunteer rescue and recov- 
ery personnel. Though the individuals in this photograph had respiratory protective 
equipment, you can see that the masks became weighted down by the contaminated 
material and did not offer sustained protection from the toxic material. As depicted 
in the picture, there were huge amounts of dust and smoke debris on his face, cloth- 
ing, hair, and any other unprotected skin. The work was physically demanding, but 
these workers persisted, working shifts of 12 hours of more in the days that imme- 
diately followed the tragedy. 

The toxic material was absorbed by breathing, skin contact, and ingestion, as 
workers were contaminated even as they ate and drank at the site. This population 
continued to work at the site, and most of them continue to work today despite suf- 
fering from conditions such as asthma, bronchitis, sinusitis, laryngitis, rhinitis, and 
gastroesophageal reflux. They have persistent symptoms including difficulty breath- 
ing, shortness of breath, wheezing, chronic cough, chest pain, head congestion, sinus 
pressure, sore throat, indigestion, and heartburn. Some patients present with de- 
creased exercise tolerance and fatigue, which potentially could disable them from 
sensitive law enforcement, fire fighting and construction work. Many of our patients 
suffer from post traumatic stress disorder and depression. Some of our patients are 
now not able to work, or are working at lower status jobs. Many have lost or have 
limited health insurance benefits as they are not able to work at their chosen jobs, 
or were forced to take early retirement. 

Uninsured patients and those without prescription benefit plans clearly need the 
services of the WTC Medical Monitoring and Treatment Program as they have mini- 
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mal or no medical care. However, despite the fact that the majority of patients seen 
at our New Jersey site have at least some health insurance and do have primary 
care physicians, at least 60 percent of our patients are either untreated or under 
treated for complicated and comorhid medical and mental health illnesses. Further- 
more, typical health insurance covers mental health issues separately and often has 
insufficient reimbursement rates, rendering mental health care extremely difficult 
to afford. In order to correctly diagnose these illnesses, it is necessary for the health 
professionals to spend significant amounts of time simultaneously evaluating the 
medical, occupational, exposure, and psychological histories, as well as performing 
a detailed physical and mental health examination. These medical monitoring as- 
sessments can take several hours to result in proper diagnosis of our patients, far 
longer than what insurance covers for typical community encounters. In many in- 
stances additional testing is necessary; including spirometry with flow volume loops, 
x-rays, and laboratory testing. Often specialized testing such as methacholine chal- 
lenge testing, rhinolaryngoscopy, endoscopy, and overnight polysomnography is 
needed to appropriately diagnose our patients. The purpose of these specialized tests 
is to identify and treat unusual presentations of asthma and other respiratory ill- 
nesses which are described in the examples below. Many community physicians do 
not have access to these tests, while our UMDNJ specialists have built up a sub- 
stantial hands-on knowledge of the unique aspects of routine diseases in this popu- 
lation. Additionally, because of the atypical presentations of our patients, it is dif- 
ficult to assess these combination of conditions, even for physicians with extensive 
experience in the individual conditions. 

The diagnostic dilemmas faced by examining physicians can be appreciated by the 
following patient presentations: 

Patient 1 is a 31 year old man who presented with a dry cough, sore throat, anxi- 
ety, and decreased ability to exercise. He was being treated for anxiety and had a 
nasal spray that didn’t work and an asthma medication that he took occasionally. 
Further examination showed the presence of severe sinusitis, as well as asthma. His 
respiratory symptoms have improved after sinus surgery and proper treatment of 
his asthma. His anxiety level has improved, but still requires prescription medica- 
tion for his anxiety and asthma. His exercise tolerance has returned to previous lev- 
els. 

Patient 2 is a 46 year old man with severe coughing and heartburn. He had been 
on several prescription cough medicines as well as numerous nasal sprays with no 
relief. His physical examination was normal, as was his baseline breathing test. 
However, his methacholine challenge testing was diagnostic of asthma or reactive 
disease, and he responded well to prescription strength asthma medication, but does 
require three asthma medications on a daily basis and one medication on an as 
needed basis. He was also diagnosed with gastroesophageal reflux, and requires pre- 
scription strength medication. 

Patient 3 is a 39 year old previously healthy man who was extremely short of 
breath and had a chronic cough. His original diagnosis was pneumonia. He received 
several courses of antibiotics without relief Biopsy of his lungs was consistent with 
sarcoidosis. He currently takes three prescription strength medications, but is unfor- 
tunately disabled from his work as a police officer. 

Once the diagnosis is made, treatment is also complicated and frequently requires 
the use of several prescription medications. This is clearly a burden to patients who 
do not have prescription drug coverage. Even in patients who do have coverage, 
many have prohibitive co-pays, or have insurance constraints which prevent them 
from receiving brand name medications which might better treat their illnesses. 

Beyond the common upper and lower respiratory conditions that affect the major- 
ity of our patients, there is concern about the possibility of life-threatening long 
term chronic illnesses such as pulmonary fibrosis, sarcoidosis, cancer, and heart dis- 
ease. The monitoring program provides the opportunity for early detection and 
intervention to potentially lessen the severity of these illnesses. It is our goal to im- 
prove treatment of the acute and persistent health problems seen now in our pa- 
tients, enabling a decrease in future illness and disability and hopefully more pro- 
ductive lives. 

In order to continue to allow experienced physicians to treat these complicated ill- 
nesses as well as provide adequate diagnostic testing and prescription medications 
that are needed, as a concerned physician I implore you to continue the funding of 
the program by the National Institute for Occupational Safety and Health. We con- 
tinue to provide physical and mental health care for those people who willingly care 
for all of the rest of us. 

Thank you for this opportunity to appear before the subcommittee. 
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Mr. Pallone. Thank you, and again thank you so much for all 
that you have done. Next we have Dr. Robin Herbert from Mount 
Sinai. Thank you. 

STATEMENT OF ROBIN HERBERT, M.D. ASSOCIATE PROFES- 
SOR, COMMUNITY AND PREVENTATIVE MEDICINE, MOUNT 

SINAI SCHOOL OF MEDICINE, NEW YORK, NY 

Dr. Herbert. Thank you. Chairman Pallone and other esteemed 
members of the committee, thank you so much for inviting me to 
testify today. I want to thank the New Yorkers on the subcommit- 
tee, Congressman Weiner, Mr. Engel, and other members from 
New Jersey, Congressman Ferguson in addition to the chair. Fi- 
nally I would like to extend my thanks to Congressman Fossella as 
well as Congresswoman Maloney and Congressman Nadler and the 
entire New York delegation for their steadfast support of World 
Trade Center responders. 

I direct the data and coordination center of the World Trade Cen- 
ter Medial Monitoring and Treatment Program. This is a consor- 
tium of five clinical Centers of Excellence in New York and New 
Jersey. The WTC Monitoring and Treatment Program diagnoses, 
treats, documents, and tracks the illnesses that have developed and 
the workers and volunteers who responded to 9/11. 

We perform this work along with our sister Center of Excellence 
at the New York Fire Department. In the days, weeks, and months 
that followed September 11, 2001, more than 50,000 hardworking 
Americans from across the United States came to serve selflessly 
without concern for their health and well being. These responders 
included both traditional responders, such as firefighters and law 
enforcement officers, as well as many non-traditional responders, 
such as members of the building trades, utility workers, building 
cleaners, and a vast array of other working groups. And when I 
talk about responders, I am talking about this broad array of work- 
ers and volunteers. 

In the months after the terrorist attacks, concerns grew about 
the potential health effects among the responders. In 2001, as we 
began to see individuals who appeared to have developed illnesses 
after performing World Trade Center response work. Congress au- 
thorized funding to establish a medical screening program to iden- 
tify possible World Trade Center related illnesses among respond- 
ers. 

That funding lead to creation of a program that provided free 
comprehensive medical examinations to over 11,400 World Trade 
Center responders in the New York, New Jersey, and throughout 
the Nation. Between 2002 and 2006, as the monitoring and health 
needs of responders became clearer with the support of Congress, 
the medical monitoring program consortium, coordinated by Mount 
Sinai and the Fire Department of New York program, expanded 
and most recently in fall of 2006, received Federal funding to add 
comprehensive treatment services. 

Thus with your support over time, the programs have evolved 
into comprehensive, highly skilled centers of excellence for monitor- 
ing and treatment of World Trade Center responders. The goals of 
these monitoring treatment program Centers of Excellence are one, 
to provide free comprehensive monitoring examinations at regular 
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intervals for responders. Two, to provide medical and mental 
health treatment for all responders with World Trade Center relat- 
ed illnesses, regardless of ability to pay. And three, to document 
and track diseases possibly related to exposure sustained at the 
World Trade Center. 

With Federal support, the Mount Sinai coordinated Center of Ex- 
cellence has provided initial comprehensive medical and mental 
health monitoring examinations to over 22,000 responders. Over 
6,300 responders have received 47,000 medical and mental health 
treatment services through our New York and New Jersey consor- 
tium Centers of Excellence since 2003. 

Demand for these programs remains great today. Even now, 6 
years after September 11, about 400 new responders register on a 
monthly basis via the Mount Sinai phone bank to participate in the 
program. And in August 2007, 771 new participants signed up for 
the program. 

In September 2006, last year, our consortium published a paper 
in the highly respected, peer review journal “Environmental Health 
Perspectives.” This detailed our findings from 9,442 responders 
who we examined between 2002 and 2004. Key findings included — 
and this paper is appended to my testimony — 46.5 percent reported 
experiencing new or worsened lower respiratory symptoms during 
their response work, and 62.5 percent had new or worsened upper 
respiratory symptoms, with overall rates of upper and lower symp- 
toms at 68.8 percent. 

At the time of examination up to two and a half years after the 
rescue and recovery efforts, 59 percent of responders were still ex- 
periencing upper and/or lower respiratory symptoms. One-third of 
the responders had abnormal breathing tests, and these are objec- 
tive tests. And among non-smokers, the rate of abnormal breathing 
tests was double what was expected. 

These findings are very similar to what has been reported by the 
Eire Department of New York who have reported on symptoms in 
addition to diseases. Eor example, they reported that 40 percent of 
firefighters had persistent lower respiratory symptoms and 50 per- 
cent has persistent upper respiratory symptoms more than a year 
after September 11. 

I would also like to quickly, if I may, go over by about 1 minute, 
present a snapshot in time of what we have been seeing with our 
consortium clinics in the 3 months from April to June 2007 in a 
treatment program. During that time period, the consortium saw 
2,323 patients in 4,693 visits. And this is now the treatment pro- 
gram, not the monitoring. So these are the people who are sick, 
who are cared for by Dr. Udasin and my other colleagues. 

Among that group, 40 percent were treated for lower respiratory 
conditions. The most common group of conditions were asthma and 
an asthma-like condition called RADS. Thirty percent had those 
conditions. Fifty-nine percent had upper respiratory conditions. 
Thirty-six percent of our patients in treatment had mental health 
problems, including post-traumatic stress disorder in 21 percent 
and depression in 15 percent. 

We also frequently found social and economic disability among 
our patients. More than 30 percent of our previously healthy re- 
sponders were either unemployed, laid off, or on sick leave or dis- 
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ability. And 28 percent had no medical insurance at some time pe- 
riod during the 3 months. 

We still have two major unanswered questions about World 
Trade Center responders and what their health outlook is. Number 
one, we do not know and we need to know if the respiratory, gas- 
trointestinal and mental health problems that we are currently ob- 
serving will continue to persist. If so, for how long and with what 
degree of severity and associated disability. 

Second, we need to know if new health problems will emerge in 
future years in responders as a consequence of their exposures to 
the uniquely complex mix of chemical compounds that contami- 
nated the air, soil, and dust of New York City and the aftermath 
of September 11. 

I would like to close by saying that we are very appreciative that 
we have had resources provided to serve the brave men and women 
who responded to the disaster. We are very honored to be able to 
provide treatment and monitoring. We do believe that these serv- 
ices need to continue into the future. Thank you very much. 

[The prepared statement of Dr. Herbert follows:] 
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Good morning. 

Chairman Frank J. Pallone, Ranking Member Deal, and other esteemed members of the 
Committee on Energy and Commerce Sub-Committee on Health, I thank you for having invited 
me to present testimony before you today on “Answering the Call: Medical Monitoring and 
Treatment of 9/11 Health Effects”. 

My name is Robin Herbert, MD. I am an Associate Professor in the Department of 
Community and Preventive Medicine of the Mount Sinai School of Medicine. 1 serve as Director 
of the World Trade Center Medical Monitoring and Treatment Program Data and Coordination 
Center (DCC) based at Mount Sinai. The World Trade Center Medical Monitoring and Treatment 
Program is supported by grants from the National Institute for Occupational Safety and Health 
(NIOSH). The program is a consortium consisting of the DCC and five Clinical Centers of 
Excellence in New York and New Jersey, with a National Program across the United States, that 
diagnoses, treats, documents, and tracks the illnesses that have developed in the workers and the 
volunteers who responded to 9/1 1 . 

Also with me is my colleague Philip Landrigan, MD. Dr. Landrigan is a Professor and 
Chairman of the Department of Community and Preventive Medicine of the Mount Sinai School of 
Medicine. In his capacity as Chairman of Community and Preventive Medicine at Mount Sinai, he 
oversees the World Trade Center (WTC) Medical Monitoring and Treatment Program Clinical 
Center of Excellence at Mount Sinai as well as the World Trade Center Data and Coordination 
Center. 

Today, I shall present a summary of our medical findings in the 9/1 1 responders. I shall 
comment also on the critical need for continuing support for Centers of Excellence that have the 
expertise and the hard-won experience that is essential to sustain high-quality medical follow-up 
and treatment for these brave men and women. 


The Diverse Population of 9/11 Responders 

In the days, weeks, and months that followed September 11, 2001, more than 50,000 hard- 
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working Americans from across the United States responded selflessly - without concern for their 
health or well-being - when this nation called upon them to serve. They worked at Ground Zero, 
the former site of the World Trade Center, and at the Staten Island landfill, the principal depository 
for WTC wreckage. They worked in the Office of the Chief Medical Examiner. They worked 
beneath the streets of lower Manhattan to search for bodies, to stabilize buildings, to open tunnels, 
to turn off gas, and to restore essential services. 

These workers and volunteers included traditional first responders such as firefighters, law 
enforcement officers, paramedics and the National Guard. They also included a large and highly 
diverse population of operating engineers, laborers, ironworkers, building cleaners, 
telecommunications workers, sanitation workers, and transit workers. These men and women 
carried out rescue-and-recovery operations, they sorted through the remains of the dead, they 
restored water and electricity, they cleaned up massive amounts of debris, and in a time period far 
shorter than anticipated, they deconstructed and removed the remains of broken buildings. Many 
had no training in response to civil disaster. The highly diverse nature of this workforce, and the 
absence in most of the groups who responded of any rosters to document who had been present at 
the site, posed unprecedented challenges for worker protection and medical follow-up. 

The 9/1 1 workforce came from across America. In addition to tens of thousands of men and 
women from New York, New Jersey, and Connecticut, responders from every state in the nation 
stepped forward after this attack on the United States and are currently registered in the WTC 
Medical Monitoring Programs. Particularly large numbers came from California, Massachusetts, 
Ohio, Illinois, North Carolina, Georgia, and Florida. 

The Exposures of 9/1 1 Responders 

The workers and volunteers at Ground Zero were exposed to an intense, complex and 
unprecedented mix of toxic chemicals. In the hours immediately after the attacks, the combustion 
of 90,000 liters of jet fuel created a dense plume of black smoke containing volatile organic 
compounds -including benzene, metals, and polycyclic aromatic hydrocarbons. The collapse of the 
twin towers (WTC 1 and WTC 2) and then of a third building (WTC 7) produced an enormous 
dust cloud. This dust contained pulverized cement (60-65% of the total dust mass), uncounted 
trillions of microscopic glass fibers and glass shards, asbestos, lead, polycyclic aromatic 
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hydrocarbons, hydrochloric acid, polychlorinated biphenyls (PCBs), organochlorine pesticides, 
fiirans and dioxins. Levels of airborne dust were highest immediately after the attack, attaining 
estimated levels of 1,000 to > 100,000 pg/m^, according to the US Environmental Protection 
Agency, Firefighters described walking through dense clouds of dust and smoke in those first 
hours, in which "the air was thick as soup". The high content of pulverized cement made the dust 
highly caustic (pH 10-11). 

The dust and debris gradually settled, and rains on September 14 further diminished the 
intensity of outdoor dust exposure in lower Manhattan. However, rubble-removal operations 
repeatedly reaerosolized the dust, leading to continuing intermittent exposures for many months. 
Fires burned both above and below ground until December 2001 . 

Workers and volunteers were exposed also to great psychological trauma. Many had already 
lost friends and family in the attack. In their work at Ground Zero they commonly came 
unexpectedly upon human remains. Their stress was compounded further by fatigue. Most 
seriously affected by this psychological trauma were those not previously trained as responders. 

Answering the Call: The medical response to 9/11 and the critical need for Centers of 
Excellence 


To provide medical services to the men and women who gave of themselves at Ground Zero, 
this nation has provided funding to establish and operate Centers of Excellence. These Centers 
bring together specialists from many fields of medicine who work together to provide state-of-the- 
art care for the complex diseases that we are seeing in the responders. The Centers also have the 
capacity to track patterns of disease and to provide information on new and emerging illnesses. 
Much of what we know about the health effects of the attacks on the WTC has been learned from 
the federally funded Centers of Excellence, including the World Trade Center Medical Monitoring 
and Treatment Program Center of Excellence coordinated by the Data and Coordination Center 
based at Mount Sinai (MMTP) and the Center of Excellence coordinated by the Bureau of Health 
Services of the Fire Department of New York (FDNY). The program coordinated by Mount Sinai 
consists of the Data and Coordination Center and a regional consortium of Clinical Centers of 
Excellence which include: the Environmental & Occupational Health Sciences Institute at 
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UMDNJ-Robert Wood Johnson Medical School in New Jersey, the World Trade Center Medical 
Monitoring and Treatment Program Clinical Center at Mount Sinai , the State University of New 
York Stony Brook/Long Island Occupational and Environmental Health Center, the Bellevue/New 
York University Occupational and Environmental Medicine Clinic, and the Center for the Biology 
of Natural Systems at Queens College in New York. In addition, there is a National Program 
providing services for responders who reside elsewhere in the United States. 


The WTC Centers of Excellence were launched in late 2001 after initial reports were 
received of health problems in responders and volunteers. At that time the Congress provided 
resources for medical screening, and those funds became available in 2002. The WTC Worker and 
Volunteer Medical Screening Program was established as a regional and national consortium of 
Centers of Excellence that provided standardized, free, comprehensive screening examinations for 
WTC responders. 


In July 2004, based on early findings from the screening programs, Congress authorized 
additional funding to establish an ongoing medical monitoring program for responders. This 
program too was organized as a network of Centers of Excellence. These Centers were selected by 
the National Institute for Occupational Health (NIOSH) through a fully competitive, peer-reviewed 
award process. This process established the World Trade Center Medical Monitoring Program which 
is funded through 2009. It provides baseline exams and well as follow up exams to WTC responders 
at 1 8 month intervals. NIOSH awarded funding to 2 sister programs of Centers of Excellence: one 
based at the Fire Department of New York (FDNY), and the other, a consortium of the 5 Clinical 
Centers listed above, coordinated by the Data and Coordination Center at Mount Sinai Medical 
Center, that serves all other responders. 

Federal funding for Treatment services which became available for the first time in 2006 has 
made possible a newly combined Medical Monitoring and Treatment Program, This program is 
again based in the Centers of Excellence. It integrates all Monitoring and Treatment services and 
also supports a long needed expansion of services to provide care to a greater number of 
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responders than ever before. This new federal funding builds on generous but limited private 
support that had previously enabled some provision of treatment services to responders. 

The primary goals of the Monitoring and Treatment Program are: 

1. To provide free, comprehensive Monitoring Examinations at regular intervals for 
responders; 

2. To provide medical and mental health treatment for all responders with WTC related 
illnesses, regardless of ability to pay and; 

3. To document diseases possibly related to exposures sustained at the World Trade 
Center; 

Thanks to federal support, over 21,000 WTC responders have received an initial 
comprehensive medical and mental health monitoring examination through the NY/NJ and 
National Consortium coordinated by Mount Sinai, and 8,489 responders have also received at least 
their first follow-up or comprehensive medical examination. Demand for this program remains 
great. Even now, six years since 9/11, about 400 new participants register to receive baseline 
screening examinations each month. Astonishingly, in August 2007, 771 new participants 
registered through our Phone Bank. 

Our WTC Medical Treatment Program has also been active. We launched this program in 
2003 with support from philanthropic gifts. Philanthropic support provided the sole financial base 
for the treatment program from 2003 to 2006. Since September 2006, we have begun to receive 
support for this program from the federal government. To date over 6,300 responders have 
received 47,000 medical and mental treatment services through this program. 

In addition to the NY/NJ and National Consortium of Clinical Centers of Excellence 
coordinated by Mount Sinai, over 15,000 firefighters have participated in a parallel federally 
funded Center of Excellence coordinated by, and based at, the Fire Department of New York 
Bureau of Health Services (FDNY) in New York. 

Health Effects Among WTC Responders 

Documentation of medical and mental health findings in 9/1 1 responders followed by timely 
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dissemination of this information through the peer-reviewed medical literature are essential 
components of our work. Documentation of our findings enables us to examine trends and 
patterns of disease and to assess the efficacy of proposed treatments. Dissemination of our 
findings and our recommendations for diagnosis and treatment to physicians across the United 
States permits us to share our knowledge and to optimize medical care. Such documentation and 
dissemination would be well nigh impossible in the absence of federally funded Centers of 
Excellence. 

!n September 2006, the Centers of Excellence that comprise our consortium published a 
paper in the highly respected, peer-reviewed medical journal Environmental Health Perspectives, a 
journal published by the National Institutes of Health. This report detailed our medical findings 
from examinations of 9,442 WTC responders whom we and our partner institutions had assessed 
between July 2002 and April 2004. I have appended this study to my testimony for your review, 
and I would like to direct your attention to a few key findings: 

• Among these 9,442 responders, 46.5% reported experiencing new or worsened lower 
respiratory symptoms during or after their work at Ground Zero; 62.5% reported new 
or worsened upper respiratory symptoms; and overall 68.8% reported new or 
worsened symptoms of either the lower and/or the upper respiratory tract. 

• At the time of examination, up to 2 '/i years after the start of the rescue and recovery 
effort, 59% of the responders whom we saw were still experiencing a new or 
worsened lower or upper respiratory symptom, a finding which suggests that these 
conditions may be chronic and that they will require ongoing treatment. 

• One third of responders had abnormal pulmonary function test results. One particular 
breathing test abnormality - decreased forced vital capacity - was found 5 times more 
frequently in non-smoking WTC responders than in the general, non-smoking 
population of the United States. 

• We found that the frequency and severity of respiratory symptoms was greatest in 
responders who had been trapped in the dust cloud on 9/11; that frequency and 
severity were next greatest in those who had been at Ground Zero in the first week 
after 9/11, but who had not been caught in the dust cloud; and that frequency and 
severity were lower yet in those who had arrived at Ground Zero after the first week. 
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These findings fit well with our understanding of exposures at the site and thus lend 
internal credibility to our data. 

• Findings from our program released in 2004 have attested to the fact that in addition 
to respiratory problems, there also exist significant mental health consequences 
among WTC responders. 

External Corroboration of our Findings 

The peer-reviewed article that we published one year ago in Environmental Health 
Perspectives gains further credibility by virtue of the fact that the findings we report in it are 
consistent with findings on 9/1 1 responders that have been reported by highly credible medical 
investigators outside of our consortium. The FDNY has published extensively on the burden of 
respiratory disease among New York firefighters. They have seen a pattern of symptoms that 
closely resembles what we observed. Forty percent of FDNY firefighter responders had persistent 
lower respiratory symptoms, and 50% had persistent upper respiratory symptoms more than one 
year after 9/11. FDNY noted that rates of cough, upper respiratory irritation and gastroesophageal 
reflux were highest in those firefighters who had been most heavily exposed on 9/11. FDNY 
physicians have also noted reactive airways disease, and highly accelerated decline in lung 
function in firefighters as well as in other responders in the year following 9/1 1 . 

Our findings receive further corroboration from reports released recently by the New York 
City Department of Mental Health and Hygiene from the WTC Registry that the health department 
has established with support from CDC. These reports noted increased rates of asthma and of post- 
traumatic stress disorder. 

Current Medical Findings in 9/11 Responders 

To provide a “snapshot” that portrays in near real time the patterns of illnesses that we are 
currently seeing in 9/1 1 responders, we have recently performed an analysis of responders whom 
we saw for treatment in our federally funded consortium Centers of Excellence in the 3-month 
period between April 1, 2007 and June 30, 2007. During this time, 2,323 patients were seen in 
4,693 visits. Findings among these responders who sought medical treatment included: 
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• Lower respiratory conditions in 40%. This includes asthma and the asthma-like 
condition known as reactive airways disease (RADS) in 30%. Other lower respiratory 
conditions include chronic cough (7%) and chronic obstructive pulmonary disease 
(5%). 

• Upper respiratory conditions in 59%. This includes rhinitis (chronic nasal irritation or 
“runny nose”) in 51%, chronic sinusitis in 20 % and chronic laryngitis in 5%. 

• Gastrointestinal conditions in 43%. Most of these were cases of gastro-esophageal 
reflux disorder (GERD). 

• Mental health problems in 36%. This includes PTSD, in 21% and depression in 

11 . 6 %. 

• Musculoskeletal conditions in 9% with treatment sought most commonly for lower 
back problems. 

• Social disability was also commonly encountered. More than 30% of previously 
healthy responder patients were either unemployed/laid off, or on sick leave/ 
disability during the 3-month time period of observation. Twenty eight percent had no 
medical insurance at some point during this period. 

Future Health Risks and Unanswered Questions 

Two major unanswered questions confront us as we consider the future health outlook for 
the brave men and women who responded to 9/1 1 : 

1 . Will the respiratory, gastrointestinal, musculoskeletal and mental health problems that 
we are currently observing in responders continue to persist? For how long? And 
with what degree of severity and associated disability? These questions are especially 
important in the case of those responders who sustained very heavy exposures in the 
dust cloud on 9/1 1, in those who served in the first days after 9/11 when exposures 
were most intense, and in those who had prolonged exposures in the weeks and 
months after 9/11. 

2. Will new health problems emerge in future years in responders as a consequence of 
their exposures to the uniquely complex mix of chemical compounds that 
contaminated the air, soil and dust of New York City in the aftermath of 9/1 1? 
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Responders were exposed to carcinogens, neurotoxins, and chemicals toxic to the 
respiratory tract in concentrations and in combinations that never before have been 
encountered. The long-term consequences of these unique exposures are not yet 
known. 

Concluding Comments 

Six years following the attacks on the World Trade Center, thousands of the brave men and 
women who stood up for America and who worked on rescue, recovery, and clean up at Ground 
Zero are still suffering. Respiratory illness, psychological distress and financial devastation have 
become a new way of life for many. 

The future health outlook for these responders is uncertain. The possibility is real that 
illnesses will persist; at least in some, and that new conditions - diseases marked by long latency - 
will emerge in others. 

Only continuing, federally supported medical follow-up of the 9/11 responders through 
Centers of Excellence that are equipped to comprehensively evaluate responders, to document their 
medical findings, and to provide compassionate state-of the-art treatment will resolve these 
unanswered questions. 

Thank you. I shall be pleased to take your questions. 
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Mr. Pallone. Thank you, Dr. Herbert. From the GAO, Ms. Cyn- 
thia Bascetta. 

STATEMENT OF CYNTHIA BASCETTA, DIRECTOR, HEALTH 

CARE ISSUES, GOVERNMENT ACCOUNTABILITY OFFICE, 

WASHINGTON, DC 

Ms. Bascetta. Thank you, Mr. Chairman and members of the 
subcommittee. I am pleased to be here today to discuss the imple- 
mentation of federally funded health programs for responders who 
served in the aftermath of the World Trade Center disaster. 

As we all know, these responders were exposed to numerous 
physical hazards, environmental toxins, and psychological trauma, 
and it is clear from numerous studies that these exposures con- 
tinue to exact a toll for many of them 6 years after the attack. 

My testimony is based on our July 2007 report which was done 
for Mr. Fossella, Mrs. Maloney, and Mr. Shays, and four previous 
testimonies in which we discussed the different programs set up for 
various categories of responders and highlighted that the World 
Trade Center Federal responder screening program had accom- 
plished little and lagged behind programs for other responders. 

Today, I would like to focus on the status of three things: 
NIOSH’s awards for treatment to the World Trade Center health 
program grantees, the services provided for Federal responders, 
and NIOSH’s efforts to provide services for non-Federal responders 
residing outside the New York City metro area. 

First, last fall NIOSH awarded and set aside funds totaling $51 
million from its $75 million appropriation to pay for treatment 
services, the first time Federal funds were awarded for this pur- 
pose. About $44 million was for outpatient treatment, and about $7 
million was set aside for inpatient hospital care. Most of the fund- 
ing went to the fire department and the New York/New Jersey con- 
sortium. 

In addition to outpatient care. Federal funds paid for 34 hos- 
pitalizations of responders so far. NIOSH is now planning how to 
use the $50 million emergency supplemental appropriation made in 
May 2007 to continue support for treatment in fiscal year 2008. 

Second, we reported this July that HHS has had continuing dif- 
ficulties ensuring the uninterrupted availability of services for Fed- 
eral responders who have been eligible only for one-time screening 
examination. The provision of these screening examinations has 
been intermittent. HHS suspended them from 2004 to December 
2005, resumed them for about a year, then placed the program on 
hold and suspended scheduling exams from January to May 2007. 
The last interruption occurred because interagency agreements 
were not put in place in time to keep the program fully operational. 

In addition, the provision of specialty diagnostic services associ- 
ated with screening has also been intermittent. Responders often 
need further diagnostic tests from ear, nose, and throat physicians, 
cardiologists, and pulmonologists. And the program had referred 
responders and paid for these diagnostic services; however, because 
the contract with the new provider network did not cover these 
services, they were unavailable from April 2006 until the contract 
was modified in March 2007. 
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NIOSH has considered expanding the services for Federal re- 
sponders to include monitoring examinations, the same follow-up 
physical and mental health exams provided to other categories of 
responders. Without this follow-up, health conditions may not he 
diagnosed and treated, and knowledge of the health effects caused 
by the disaster may be incomplete. 

Third, NIOSH has not ensured the availability of screening and 
monitoring services for non-Federal responders who reside outside 
the New York City area, although it recently took steps to expand 
their availability. Similar to the intermittent service pattern for 
Federal responders, NIOSH’s arrangements for a network of occu- 
pational health clinics to provide services nationwide were on 
again, off again. NIOSH renewed its efforts to expand the provider 
network, however, and in May of this year completed about 20 
exams. 

Mr. Chairman, despite HHS’s recent consideration of ways to add 
monitoring for Federal responders and to improve the availability 
of screening and monitoring services for Federal and non-Federal 
responders nationwide, its efforts remain incomplete. 

Moreover, the start and stop history of the Department’s efforts 
to serve these groups does not provide assurance that the latest ef- 
forts to extend screening and monitoring services to these respond- 
ers will be both successful and sustained over time. 

As a result, we recommended in our July 2007 report that the 
Secretary take expeditious action to ensure the availability of 
health screening and monitoring services for all people who re- 
sponded to the attack on the World Trade Center, regardless of 
their employer or their residence. To date, HHS has not responded 
to our recommendation. That completes my statement. I would be 
happy to answer your questions. 

[The prepared statement of Ms. Bascetta follows: 
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What GAO Found 

In July 2007, following a reexamination of the status of the WTC health 
programs, GAO recommended that the Secretary of HHS take expeditious 
action to ei^ure that health screening and monitoring services are available 
to all people who reloaded to the VATC attack, regardless of who tiieir 
employer was or where they reside. As of early Sept ember 2007 the 
department has not responded to this recommendation. 


verat federally fund 


As GAO reported in July 2007, HHS’s WTC Federal Responder Screening 
Program has had difficulties ensuring the uninterrupted availability of 
screening services for federal responders. From January 2007 to May 2007, 
the program stopped scheduling screening examinations because there was 
a charge in the program’s administration and certain interagency 
agreements were not established in time to keep the program hilly 
operational. From April 2006 to March 2007, t he program stopped scheduling 
and paying for ^ecialty diagnostic services associated wdtii screening. 
NIOSH, the administrator of the program, has been considering expanding 
the program to include monitoring, that is, follow-up physical and mental 
health examinations, but has not done so. If federal responders do not 
receive monitoring, healtli conditions tliat arise later may not be diagnosed 
and treated, and knowledge of the health effects of the WC disaster may be 
incomplete. 
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NIOSH lias not ensured the availability of screening and monitoring seivices 
for nonfederal responders residing outside the N YC area, aitiiough it recently 
took steps toward expanding the availability of these services. In late 2002, 
NIOSH arranged for a network of occupational health clinics to provide 
screening services. This effort, ended in July 2004, and until June 2005 NIOSH 
did not fund screening or monitoring services for nonfederal responders 
outside the NYC area. In June 2005, NIOSH funded the Mount Sinai School of 
Medicine Data and Coordination Center (DCC) to provide screening and 
monitoring services; however, DCC had difficulty establishing a nationwide 
network of providers and contracted with only 10 clinics in seven states. In 
2006, NIOSH began to explore other options for providing these services, 
and in May 2007 it took steps Cowaitl expanding the provider network. 
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NIOSH has awarded treatment funds to four WTC health programs in the 
NYC area In fall 2006, NIOSH awarded $44 million for outpatient treatment 
and set aside $7 million for hospital care. The New York/New^ Jersey WTC 
Consortium and the New York City Fire Department WTC program, which 
received the larg^t awards, used NIOSH’s fimding to continue outpatient 
services, offer full coverage for prescriptions, and cover hos}>ital care. 
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Mr. Chairman and Members of the Subcommittee: 

I am pleased to be here today to discuss our work on the implementation 
of federally funded health programs for individuals affected by the 
September 11, 2001, attack on the World Trade Center (WTC).^ Tens of 
thousands of people served as responders in the ^termath of the WTC 
disaster, including New York City Fire Department (FDNY) personnel, 
federal government personnel, and other government and private-sector 
workers and volunteers from New York and elsewhere. By responders we 
are referring to anyone Involved in rescue, recovery, or cleanup activities 
at or near the vicinity of the WTC or the Staten Island site.^ These 
responders were exposed to numerous physical hazards, environmental 
toxins, and psychological trauma. Six years after the destruction of the 
WTC buddings, concerns remain about the physical and mental health 
effects of the disaster, the long-term nature of some of these health effecte, 
and the availability of health care services for those affected. 

Following the WTC attack, federal ftinding was provided to government 
agencies and private organizations to establish programs for screening, 
monitoring, or treating responders for illnesses and conditions related to 
the WTC disaster, these programs are referred to in this testimony as the 
WTC health programs.^ The Department of Health and Human Services 
(HHS) funded the programs as separate efforts serving different categories 
of responders — for example, firefighters, other workers and volunteers, or 
federal responders — and has responsibility for coordinating program 
efforts. 


'a list of abbreviations used in this testimony is in app. I. 

^e Staten Island site is the landfill that is the off-site location of the Wl'C recovery 
operation. 

this testimony, “screening” refers Co initial physical and mental health examinations of 
^ected individuals. “Monitoring” refers to tracktog the health of individuals over time, 
either through periodic surveys or through follow-up physical and mental health 
examinatUms. 

^One of the WTC health programs, the WTC Health Registry, also includes people living or 
attending school in the area of the WTC or working or present in the vicinity on 
September 11, 2001. 
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We have previously reported on the implementation of these programs and 
their progress in providing services to responders,® who reside in all 50 
states and the District of Columbia. In 2005 and 2006, we reported that one 
of the WTC health programs, HHS’s WTC Federal Responder Screening 
Program, which was established to provide onetime screening 
examinations for responders who were federal employees when they 
responded to the WTC attack, had accomplished little.® HHS established 
the program in June 2003, suspended it in March 2004, and resumed it in 
December 2005. In September 2006, we reported that the program was 
registering and screening federal responders and that a total of 907 federal 
workers had received screening examinations.^ We also reported that the 
National Institute for Occupational Safety and Health (NIOSH), the 
component of HHS’s Centers for Disease Control and Prevention (CDC) 
responsible for administering most of the WTC health programs, had 
begun to take steps to provide access to screening, monitoring, and 
treatment services for nonfederal responders who resided outside the New 
York City (NYC) metropolitan area.® 

In September 2006 we also testified that CDC had begun, but not 
completed, the process of allocating funding from a $75 million 
appropriation made in fiscal year 2006 for WTC health programs for 
responders.® '® This was the first appropriation specifically available for 
treatment for responders. We reported that in August 2006 CDC had 
awarded $1.5 million from this ^propriation to the FDNY WTC Medical 
Monitoring and Treatment Program and almost $1.1 million to the New 
York/New Jersey (NY/NJ) WTC Consortium for treatment-related 


®See, for example, GAO, Septem ber 1 1: HHS Has Screened Additional Federal Responders 
for Worid Trade Center Health Effects, but Plans for Avxirding Funds for Treatment Are 
Incomplete, GAO-0(>- 1092T (Washington, D.C.: Sept. 8, 2006). A list of related GAO products 
is included at the end of this testimony. 

®SGe GAO, September 11: Monitoring of World Trade Center Health Effects Has 
Progressed, but Not for Federal Responders, GAO-0r)-1020T (Washington, D.C.: Sept. iO, 
and September 11: Monitoring of World Trade Center Health E^^ts Has 
Progress^, but Program for Federal Responders Lags Behind, GAO-0()-48IT (Washington, 
D.C.: Feb. 28. 2006). 

^See GAO-0(>-K)<)2T. 

®In genera], the WTC health programs provide services in the NYC metropolitan area. 

^Department of Defense Appropriations Act, 2006, Ehib. L. No. 109-148, § 5011(b), 119 Stat. 
2680, 2814 (2005). 

‘®See GAO-0G-1092T. 
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activities. We also reported that CDC olficials told us they could not 
predict how long the funding from the appropriation would support four 
WTC health programs that provide treatment services. 

My testimony today is primarily based on our report issued in July 2007." 
As you requested, I will discuss the status of (1) services provided by the 
WTC Federal Responder Screening Program, (2) NIOSH’s efforts to 
provide services for nonfederal responders residing outside the NYC 
metropolitan area, and (3) NIOSH’s awards to grantees for treatment 
services. 

To assess the status of services provided by the WTC Federal Responder 
Screening Program, we obtained and reviewed program data and 
documents from HHS, including applicable interagency agreements. We 
interviewed officials fix>m the HHS entities involved in administering and 
implementing the program: NIOSH and two HHS offices, the Federal 
Occupational Health Services (FOH)'* and the Office of the Assistant 
Secretary for Preparedness and Response (ASPR).‘^ To assess the status of 
NIOSH’s efforts to provide services for nonfederal responders residing 
outside the NYC metropolitan area, we obtained documents and 
interviewed officials from NIOSH. We also interviewed officials of 
organizations that worked with NIOSH to provide or facilitate services for 
nonfederal responders residing outside the NYC metropolitan area, 
including the Mount Sinai School of Medicine in NYC and the Association 
of Occupational and Environmental Clinics (AOEC) — a network of 
university-affiliated and other private occupational health clinics across 
the United States and in Canada. To assess the status of NIOSH’s awards 
to grantees for treatment services, we obtained documents and 
interviewed officials from NIOSH. We also interviewed officials from two 


"See GAO, September 1 1: HHS Needs to Ensure the Availability of Health Screening and 
Monitoring for All Responders, GAO-07'892 (Washington, D.C.: JuJy 23, 2007). 

*"FOH is a service unit within HHS’s Program Support Center that provides occupational 
health services to federal government departments and agencies located throughout the 
United States. 

‘®ASPR coordinates and directs HHS's emergency preparedness and response program. In 
December 2006 the Office of Public Health and Emergency Preparedness became /^PR. 
We refer to that office as ASPR throughout this testimony, regardless of the time period 
discussed. 
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WTC health program grantees’* from which the m^ority of responders 
receive medical services: the NY/NJ WTC Consortium'® and the FDNY 
WTC program, hi addition, we interviewed officials from the American 
Red Cross, which has funded treatment services for responders. In our 
review of the WTC health programs, we relied primarily on information 
provided by agency officials and contained in government publications. 
We compared the information with information in other supporting 
documente, when available, to determine its consistency and 
reasonableness. We determined that the information we obtained was 
sufficiently reliable for our purposes. We conducted our work from 
November 2006 through July 2007 — and updated selected information in 
August and September 2007 — ^in accordance with generally accepted 
government auditing standards. 

In brief, we reported in July 2007 that HHS’s WTC Federal Responder 
Screening Program had had difficulties ensuring the uninterrupted 
availability of screening services for federal responders and that NIOSH, 
the administrator of the program, was considering expanding the program 
to include monitoring but had not done so. We also reported that NIOSH 
had not ensured the availability of screening and monitoring services for 
nonfederai responders residing outside the NYC metropolitan area, 
although it had recently taken steps toward expanding the avail^ility of 
these services. As a result of our assessment of these programs, we 
recommended that the Secretary of HHS expeditiously take action to 
ensure that screening and monitoring services are available for all 
responders, including federal responders and nonfederai responders 
residing outside of the NYC metropolitan area. As of early September 2007 
the department has not responded to this recommendation. Rnally, we 
also reported that NIOSH had awarded and set aside treatment funds 
totaling $51 million from its $75 million appropriation for four NYC-area 
programs. 


'*NIOSH provides funds to the pro^Bms through cooperative agreements, but refere to 
awM'd recipients as grantees. Therefore, in this testimony we use the term grantee when 
referring to NTOSH’s award recipients. 

'®In previous reports we have also referred to this program as the worker and volunteer 
WTC program. 


Page 4 


GAO-07-1228T 



62 


Background 


The tens of thousands of individuals’® who responded to the September 11, 
2001, attack on the WTC experienced the emotional trauma of the disaster 
and were exposed to a noxious mixture of dust, debris, smoke, and 
potentially toxic contaminants, such as pulverized concrete, fibrous glass, 
particulate matter, and asbestos. A wide variety of health effects have 
been experienced by responders to the WTC attack, and several federally 
funded programs have been created to address the health needs of these 
individuals. 


Health Effects Numerous studies have documented the physical and mental health effects 

of the WTC attacks.'^ Physical health effects included iiyuries and 
respiratory conditions, such as sinusitis, asthma, and a new syndrome 
called WTC cough, which consists of persistent coughing accompanied by 
severe re^iratory symptoms. Almost ^1 firefighters who responded to the 
attack experienced respiratory effects, including WTC cough. One study 
suggested that exposed firefighters on average experienced a decline in 
lung function equivalent to that which would be produced by 12 years of 
aging.'* A recently published study found a significantly higher risk of 
newly diagnosed asthma among responders that was associated with 
increased exposure to the WTC disaster site.'® Commonly reported mental 
health effects among re^onders and other affected individu^s included 
symptoms associated with post-traumatic stress disorder (PTSD), 


"There is not adeftniUve count of the number of people who served as responders. 
Estimates have ranged from about 40,000 to about. 91,000. 

’’See, for example, Centers for Disease Control and Prevention, “Mental Health Status of 
World Trade Center Rescue and Recovery Workers and Volunteers— New York City, July 
2002-Augusl 2004," Mm-bidity and Mortality Weekly Report, vol. 53 (2004); “Physical 
Health Status of World Trade Center Rescue and Recovery Workers and Volunteers— New 
York City, July 2002-August 2004," Morbidity and Mortality Weekly Report, vol. 58 (2004); 
and "Surveillance for Worid Trade Center Disaster Health Effects among Survivors of 
Collapsed and Damaged Buildings," Morbidity and Mortality Weekly Report, vol 55 (2006), 
See also G. I. Banauch et al, “Pulmonary Function after Exposure to the World Trade 
Center in the New York City FVe Deprariment," American Journal of Respiratory and 
Critical Care Medicine, vol 174, no. 3 (2006); G, Izbicki et al., “World Trade Center 
‘Sarcoid like’ Granulomatous Pulmonary Disease in New York City Fire Department 
Rescue Workers," Chest, vol. 131 (2007); and K. Wheeler et al., “Asthma Di^nosed after 
September 11, 2001 among Rescue and Recovery Workers: Findings from the World Trade 
Center Health Registry," Entnronmental Health Perspectives, 
hltp://dx.doi.org/10.1289/ehp.l0248 (downloaded Aug. 27, 2007). 

'*Banauch et al, “Pulmonary Function." 

'®Wheeler et al., “Asthma Diagnosed." 
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depression, and anxiety. Behavioral health effects such as alcohol and 
tobacco use have also been reported. 

Some health effects experienced by responders have persisted or 
worsened over time, leading many responders to begin seeking treatment 
years aft^ September 11, 2001. Clinicians involved in screening, 
monitoring, and treating responders have found that many responders’ 
conditions — both physical and psychological — have not resolved and have 
developed into chronic disorders that require long-term monitoring. For 
example, findings from a study conducted by clinicians at the NY/NJ WTC 
Consortium show that at the time of examination, up to 2.5 years after the 
start of the rescue and recovery effort, 59 percent of responders enrobed 
in the program were still experiencing new or worsened respiratory 
symptoms.® Experts studying the mental health of responders found that 
about 2 years after the WTC attack, responders had higher rates of PTSD 
and other psychological conditions compared to others in similar jobs who 
were not WTC responders and others in the general population.^’ 

Clinicians also anticipate that other health effects, such as immunological 
disorders and cancers, may emerge over time. 


Overview of WTC Health There are six key programs that currently receive federal funding to 
Programs provide voluntary health screening, monitoring, or treatment at no cost to 

responders.® The six WTC health programs, shown in table 1, are (1) the 
FDNY WTC Medical Monitoring and Treatment Program; (2) the NY/NJ 
WTC Consortium, which comprises five clinical centers in the NY/NJ 


Herbert et a}., "The World Ttade Cerrter Disaster and the Health of Workers: Five-Year 
Assessment of a Unique Medical Screening Program," Environmental Health Perspectives, 
vol. 1 14, no. 12 (2006). 

^‘Por example, see R. Gross et al, “Posttraumatic Stress Disorder and Other Psychological 
Sequelae among World Trade Center Clean Up and Recovery Workers,” Annals of Uie New 
York Academy of Sciences, vo!. 1071 (2006). M. Perrin et al., “Differences in PfSD 
Prevalence and Associated Risk Factors among World Trade Center Disaster Rescue imd 
Recovery Workers," American Jortmal of Psychiatry, vol. 64 (2007). 

®in addition to these programs, a New York SUde responder screening program received 
federal funding for screening New York State employees and National Guard pereonnel 
who responded to die WTC attack in an official capacity. This prop-am ended its screening 
examin^ons in November 2003. 
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aie&f (3) the WTC Federal Responder Screening Program; (4) the WTC 
Health Registiy; (5) Project COPE; and (6) the Police Organization 
Providing Peer A^istance (POPPA) program.^^ The programs vary in 
aspects such as the HHS administering agency or component responsible 
for administering the funding; the implementing agency, component, or 
organization responsible for providing program services; eligibility 
requirements; and services. 


NY/NJ WTC Consortium consists of five clinical centers operated by (1) Mount Sinai- 
Irving J. SclikolT Center for Occupational and Environmental Medicine; (2) Long Island 
Occupational and Environmental Health Center at SUNY, Stony Brook; (3) New York 
University School of Medicine/Bellevue Hospital Center; (4) Center for the Biology of 
Natural Systems, at CUNY, Queens College; and (5) University of Medicine and Dentistry of 
New Jersey Robert Wood Johnson Medical School, Environmental and Occupational 
Health Sciences Institute. Mount Sinai’s clinical center, which is the largest of the five 
centere, also receives federal funding to operate a data and coordination center to 
coordinate the work of the five clirucai centers and conduct outreach and education, 
quality assurance, and data man^ement for the NY/NJ WTC Consortium. 

^^Projert COPE and the POPPA program provide mental health services to members of the 
New York City Police Department (NYPD) and operate independently of the NYPD. 
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Table 1 : Key Federally Funded WTC Health Programs, June 2007 

Program 

HHS administering 
agency or 
component 

Implementing agency, 
component, or 
organization 

Eligible population 

Services provided 

FDNY WTC 
Medical 
Monitoring and 
Treatment 
Program 

NiOSH 

FDNY Bureau of Health 
Services 

Firefighters and emergency 
medical service technicians 

• Initial screening 

• Foiiow-up medical monitoring 

• T reatment of WTC-related 
physical and mental health 
conditions 

NY/NJ WTC 
Consortium 

NIOSH 

Five clinical centers, one 
of whrch, the Mount 
Sinai-Irving J. Selikoff 
Center for Occupational 
and Environmental 
Medicine, also serves as 
the consortium’s Data 
and Coordination Center 
(DCC) 

All responders, excluding 
FDNY firefighters and 
emergency medical service 
technicians and current 
federal employees* 

• Initial screening 

• Follow-up medical monitoring 

• Treatment of WTC-related 
prfiysical and mental health 
conditions 

WTC Federal 
Responder 
Screening 
Program 

NIOSH'’ 

FOH 

Current federal employees 
who responded to the WTC 
attack in an official capacity 

• Onetime screening 

• Referrals to employee 
assistance programs and 
specialty diagnostic services’ 

WTC Health 
Registry 

Agency for Toxic 
Substances and 
Disease Registry 
(ATSDR) 

NYC Department of 
Health and Mental 
Hygiene 

Responders and people living 
or attending school in the 
area of the WTC or working or 
present in the vicinity on 
September 1 1 . 2001 

• Long-term monitoring through 
periodic surveys 

Project COPE 

NIOSH 

Collaboration between 
the NYC Police 
Foundation and 

Columbia University 
Medical Center 

New Yoi1( City Police 
Department (NYPD) 
uniformed and civilian 
employees and their family 
members 

* Hotline, mental health 
counseling, and referral 
services; some services 
provided by Columbia 

University clinical staff and 
some by other clinicians 

POPPA program 

NIOSH 

POPPA program 

NYPD uniformed employees 

• Hotline, mental health 
counseling, and referral 
services; some services 
provided by trained NYPD 
officers and some by mental 
health professionals 


Souree; GAO analysis ot infoimaBon from NIOSH, ATSOfl, fOH, FONY, me NY/NJ WTC Consonium. me NYC Department of Health 
amt Mental Hygiene, the POPPA program, and Protect CC^. 


Note; Some of these federally funded programs have also received funds from the American Red 
Cross and other private organizations. 

*ln February 2006. ASPR and NIOSH reached an agreement to have former federal employees 
screened by the NY/NJ WTC Consortium. 

“Until December 26, 2006. ASPR was the administrator. 
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'FOH can refer ^ irnfividual wife mental healfe symptoms to an employee assistance program for a 
telephone assessment. If appropriate, fee irxfividual can then be referred to a program counselor for 
up to six in-person ses^ons. The specialty diagnostic services are provided by ear, nose, and throat 
doctors; puNrtcmologists; and cardioiogists. 

The WTC health programs that are providing screening and monitoring are 
tracking thousands of individu^ who were affected by the WTC disaster. 
As of June 2007, the FDNY WTC program had screened about 14,500 
responders and had conducted follow-up examinations for about 13,500 of 
these responders, while the NY/NJ WTC Consortium had screened about 

20.000 responders and had conducted follow-up examinations for about 

8.000 of these re^onders. Some of the responders include nonfederal 
responders residing outside tbe NYC metropolitan area. As of June 2007, 
the WTC Federal Responder Screening Program had screened 1,305 
federal responders and referred 281 responders for employee assistance 
program services or specialty diagnostic services. In addition, the WTC 
Health Registry, a monitoring program that consists of periodic surveys of 
self-reported health status and related studies but does not provide in- 
person screening or monitoring, collected baseline health data from over 

71.000 people who enrolled in the Registry.'* In the winter of 2006, the 
Registry began its first adult follow-up survey, and as of June 2007 over 

36.000 individuals had completed the follow-up survey. 

In addition to providing medical examinations, FDNTs WTC program and 
the NY/NJ WTC Consortium have collected irtformation for use in 
scientific research to better understand the health effects of the WTC 
attack and other disasters. The WTC Health Registry is also collecting 
information to assess the long-term public health consequences of the 
disaster. 


Federal Funding and Beginning in October 2001 and continuing through 2003, FONT’S WTC 

Coordination of WTC program, the NY/NJ WTC Consortium, the WTC Federal Responder 

Health Programs Screening Program, and the WTC Health Registiy received federal funding 

to provide services to responders. This funding primarily came from 
appropriations to the Department of Homeland Security’s Federal 
Emergency Management Agency (FEMA),“ as part of the approximately 


^*The WTC Health Registry also provides information on where participants can seek 
health care. 

^®FEMA is the ^ency responsible for coordinating federal disaster response efforts under 
the NatkmaJ Response Plan. 
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$8.8 billion that the Congress appropriated to FEMA for response and 
recovery activities after the WTC disaster.” FEMA entered into 
interagency agreements with HHS agencies to distribute the funding to the 
programs. For example, FEMA entered into an agreement with NIOSH to 
distribute ^0 million ^propriated in 2003 that was available for 
monitoring.^ FEMA also entered into an agreement with ASPR for ASPR 
to administer the WTC Federal Responder Screening Program. A 
$75 million appropriation to CDC in fiscal year 2006 for purposes related 
to the WTC attack resulted in additional funding for the monitoring 
activities of the FDNY WTC program, NY/NJ WTC Consortium, and the 
Registry.® The $75 million appropriation to CDC in fiscal year 2006 also 
provided fiinds that were awarded to the FDNY WTC program, the NY/NJ 
WTC Consortium, Project COPE, and the POPPA program for treatment 
service for responders. An emergency supplemental appropriation to 
CDC in May 2007 included an additional $50 million to carry out the same 
activities provided for in the $75 million appropriation made in fiscal year 
2006.® The President’s proposed fiscal year 2008 budget for HHS includes 
$25 million for treatment of WTC-related illnesses for responders. 

In February 2006, the Secretaiy of HHS designated the Director of NIOSH 
to take the lead in ensuring that the WTC health programs are well 
coordinated, and in September 2006 the Secretaiy established a WTC Task 
Force to advise him on federal policies and funding issues related to 
responders’ health conditions. The chair of the task force is HHS’s 
Assistant Secretary for Health, and the vice chair is the Director of NIOSH. 
The task force reported to the Secretary of HHS in early April 2007. 


^’’See Consolidated Appropriations ResoluUon, 2003, Pub. L. No. 108-7, 117 Stat, 11, 517; 
2002 Supplemcnla] Appropriations Act for Further Recovery from and Response to 
Terrorist Attacks on the United Stales, Pub. L. No. 107-206, 1 16 Stat, 820, 894; Department 
of Defense and Emergency Supplemental Appropriations for Recovery and Response 
to Terrorist Attacks on the United States Act, 2002, Pub. L No. 107-117, 115 Stat, 2230, 
2338; and ^1 Emergency Supplemental Appropriations Act for Recovery from and 
Response to Terrorist Attacks on the United States, Pub, L. No, 107-38, 115 Stat. 220-221. 

®Pub. L No. 108-7, 1 17 Stat. 517. 

®The statute required CDC, in expending such funds, to give first priority to specified 
existing programs that administer baseline and follow-up screening; clinical examinations; 
or long-term medical health monitoring, analysis, or treatment for emergency services 
personnel or rescue and recovery personnel. It required CDC to give secondary priority to 
similar programs coordinated by oUier entities working with the State of New York and 
NYC. Pub. L No. 109-148, § 5011(b), 119 Stat. 2814. 

®^,S. Trot^ Readiness, Veterans' Care, Katrina Recovery, and Iraq Accountability 
Appropriations Act, 2007, Pub. L No. 1 10-^, ch. 5, 121 Slat. 112, 166 (2007). 
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WTC Federal 
Responder Screening 
Program Has Had 
Difficulties Ensuring 
the Availability of 
Screening Services, 
and NIOSH Was 
Considering 
Expanding the 
Program to Include 
Monitoring 


HHS’s WTC Federal Responder Screening Program has had difficulties 
ensuring the uninterrupted availability of services for federal responders. 
First, the provision of screening examinations has been intermittent. (See 
fig. 1.) After resuming screening examinations in December 2005^^ and 
conducting them for about a year, HHS again placed the program on hold 
and suspended scheduling of screening examinations for responders from 
January 2007 to May 2007. This interruption in service occurred because 
there was a change in the administration of the WTC Federal Responder 
Screening Program, and certain interagency agreements were not 
established in time to keep the program fully operational. In late 
December 2006, ASPR and NIOSH signed an interagency ^eement giving 
NIOSH $2.1 million to administer the WTC Federal Responder Screening 
Program.^ Subsequently, NIOSH and FOH needed to sign a new 
interagency agreement to allow FOH to continue to be reimbursed for 
providing screening examinations. It took several months for the 
agreement between NIOSH and FOH to be negotiated and approved, and 
scheduling of screening examinations did not resume until May 2007.“ 


®'The program previously suspended examinations from March 2004 to December 2005. See 
GAO-OiM81T. 

agreement was a modification of ASPR’s February 2006 interagency agreement with 
NIOSH that covers screenings for former federal employees. 

“Before an agreement between NIOSH tmd FOH could be signed, the agreement between 
ASPR and NIOSH required several technical corrections. The revised ASPR-NIOSH 
agreement extended the availability of funding for the WTC Federal Responder Screening 
Program to April 30, 2(X)8. 
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Figure 1 : Timeline of Key Actions Reiated to the WTC Federal Responder Screening Program 


March 2003: 

FEMA and ASPR enter agreement to establish WTC 
Federal Responder Screening Program with ASPR as 
the administrator® 


April 2003: 

ASPR and FOH enter agreement for conducting 
screening examinations 


A^R and ATSDR entw agreement to identify and contact 
fecterat re^xHidera ^ establish a database of names 

I Ji^2(l05: 

ASPR and FOH revise agreement to expand clinical se^ 
and [sovide referrals for specialty diagnostic services" 


October 20K: 

ASPR Opens Web site for federal responders to 
register for screening examinations 


December 2005: 

FOH resumes examinations for current federal employees 


j dune 2003: 

FOH begins screening examinations 


February 2006: 

ASPR atxi NIOSH reach axemen! for screening former 
federal employees 


danuary 2004; 

HHS places prt^m on hold 


April 2006: 

I FOH stops schediJing and payng for specialty 
I diagnostic services 


Decentoer 2006: 

ASPR transfers administration 
of the program to NIOSH 


March 2004; 

FOH conduds last 
screening exammatlon 


January 2007: 

HHS places program on hold" 

niflareh 2007: 

FOH resumes scheduling 
and paying for specialty 
cHagnostic services for 
previously screened 
responders 


May 2007: 
FOH resumes 
scheduling of 
screening 
examinations 
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Note: The WTC Feder^ Responder Screening Program serves current federal employees who 
resportded to the WTC adtack in an rrffidal capacity. In February 2006, ASPR and NIOSH reached an 
agreement to have former federal enqjloyees screened by the NY/NJ WTC Consortium. 

'In Decerrttier 2IX)6 the Wfice of Puttie Health and Emergency Preparedness became ASPR. We 
refer to that office as ASPR throughout this figure, regantless of the time period being discussed. 

hn pro\nding referrals for speciatty diagnostic services, FOH schedules and pays for the diagnostic 
services. 

‘After HHS placed the program on hold, FOH completed examinations that had already been 
scheduled. 

Second, the program’s provision of specialty diagnostic services has also 
been intermittent After initial screening examinations, responders often 
need ftirther diagnostic services by ear, nose, and throat doctors; 
cardiologists; and pulmonologists; and FOH had been referring responded 
to these specialists and paying for the services. However, the program 
stopped scheduling and paying for these specialty diagnostic services in 
April 2006 because the program’s contract with a new provider network 
did not cover these services.^ In March 2007, FOH modified its contract 
with the provider network and resumed scheduling and paying for 
specialty diagnostic services for federal responders. 

In July 2007 we reported that NIOSH was considering expanding the WTC 
Federal Responder Screening Program to include monitoring 
examinations — foDow-up physical and mental health examinations — and 
was assessing options for funding and delivering these services. If federal 
responders do not receive this type of monitoring, health conditions that 
arise later may not be diagnosed and treated, and knowledge of the health 
effects of the WTC disaster may be incomplete. In February 2007, NIOSH 
sent a letter to FEMA, which provides the funding for the program, asking 
whether the funding could be used to support monitoring in addition to 
the onetime screening currently offered. A NIOSH official told us that as of 
August 2007 the agency had not received a response from FEMA. NIOSH 
officials told us that if FEMA did not agree to pay for monitoring of federal 
responders, NIOSH would consider using other ftmding. According to a 
NIOSH official, if FEMA or NIOSH agrees to pay for monitoring of federal 


April 2006, FX)H contracted with a new provider network to provide various services 
for all federal employees, such as immunizations and vision tests. The contract with the 
new provider network did not cover specialty diagnostic services by ear, nose, and throat 
doctors; cardiologists; and pulmonologists. Although the previous pit»vider network had 
provided the^ services, the new provider network and the HHS contract officer 
interpreted the statement of work in the new contract as not including these specialty 
diagnostic services. 
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responders, this service would be provided by FOH or one of the other 
WTC health programs. 


NIOSHHasNot 
Ensured the 
Availability of 
Services for 
Nonfederal 
Responders Residing 
outside the NYC 
Metropolitan Area 


NIOSH has not ensured the availability of screening and monitoring 
services for nonfederal responders residing outside the NYC metropolitan 
area, although it recently took steps toward expanding the availability of 
these service. Initially, NIOSH made two efforts to provide screening and 
monitoring services for these responders, the exact number of which is 
unknown.® The first effort began in late 2002 when NIOSH awarded a 
contract for about $306,000 to the Mount Sinai School of Medicine to 
provide screening services for nonfederal responders residing outside the 
NYC metropolitan area and directed it to establish a subcontract with 
AOEC.® AOEC then subcontracted with 32 of its member clinics across the 
country to provide screening services. From February 2003 to July 2004, 
the 32 AOEC member clinics screened 588 nonfederal responders 
nationwide. AOEC experienced challenges in providing these screening 
services. For example, many nonfederal responders did not enroll in the 
program because they did not live near an AOEC clinic, and the 
administration of the program required substantial coordination among 
AOEC, AOEC member clinics, and Mount Sinai. 


Mount Sinai’s subcontract with AOEC ended in July 2004, and from August 
2004 until June 2005 NIOSH did not fund any organization to provide 
services to nonfederal responders outside the NYC metropolitan area.®’' 
During this period, NIOSH focused on providing screening and monitoring 
services for nonfederal responders in the NYC metropolitan area. In June 
2005, NIOSH began its second effort by awarding $776,000 to the Mount 


®AccorcUng to the NYC Department of Health and Mental Hygiene, about 7,000 nonfederal 
and federal responders residing outside the NYC metropolitan area have enrolled in the 
WTC Health Registry. 

®Around that time, NIOSH was providing screening services for nonfederal responders in 
the NYC metropolitan area through the NY/NJ WTC Consortium and the FDNY WTC 
progriun. Nonf^eral responders residing outside the NYC metropolitan area were able to 
travel at their own expense to the NYC metropolitan area to obtain screening services 
through the NY/NJ WTC Consortium. 

^In early 2004, AOEC applied to NIOSH to use its national network of member clinics to 
provide screening and monitoring for nonfederal responders residing outside the NYC 
metropolitan area, but NIOSH rejected AOEC’s application for several reasor\s, including 
that the application did not adequiU;ely address how to coordinate and implement a 
monitoring program with complex data collection and reporting requirements. 
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Sinai School of Medicine Data and Coordination Center (DCC) to provide 
both screening and monitoring services for nonfederal responders residing 
outside the NYC metropolitan area. In June 2006, NIOSH awarded an 
additional $788,000 to DCC to provide screening and monitoring services 
for these responders. NIOSH officials told us that they assigned DCC the 
task of providing screening and monitoring services to nonfederal 
responders outside the NYC metropolitan area because the task was 
consistent with DCC’s responsibilities for the NY/NJ WTC Consortium, 
which include data monitoring and coordination. DCC, however, had 
difficulty establishing a network of providers that could serve nonfederal 
responders residing throughout the country — ultimately contracting with 
only 10 clinics in seven states to provide screening and monitoring 
services.^ DCC officials said that as of June 2007 the 10 clinics were 
monitoring 180 responders. 

In early 2006, NIOSH began exploring how to establish a national program 
that would expand the network of providers to provide screening and 
monitoring services, as well as treatment services, for nonfederal 
responders residing outside the NYC metropolitan area® According to 
NIOSH, there have been several challenges involved in expanding a 
network of providers to screen and monitor nonfederal responders 
nationwide. These include establishing contracts with clinics Uiat have the 
occupational health expertise to provide services nationwide, establishing 
patient data transfer systems that comply with applicable privacy laws, 
navigating the institutional review board" process for a large provider 
network, and establishing payment systems with clinics participating in, a 
national network of providers. On March 15, 2007, NIOSH issued a formal 
request for information from organizations that have an interest in and the 
capability of developing a national program for responders residing 


“Contracts were originally established with 11 clinics in eight states, but 1 clinic 
discontinued its participation in the program after conducting one examination. The 10 
active clinics are located in seven states: Arkansas, California, Illinois, Maryland, 
Massachusetts, New York, and Ohio. Of the 10 active clirucs, 7 are AOEC member clinics. 

“According to NIOSH and DCC officials, efforts to provide monitoring services to federal 
responders residing outside the NYC metropolitan area may be included in the national 
program. 

"institutional review boards are groups that have been formally designated to review and 
moniUM' biomedical research involving human subjects, such as research based on data 
collected from screening and monitoring examinations. 
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outside the NYC metropolitan area,*” In this request, NIOSH described the 
scope of a national program as offering screening, monitoring, and 
treatment services to about 3,000 nonfederal responders through a 
national network of occupational health facilities. NIOSH also specified 
that the program’s fiurilities should be located within reasonable driving 
distance to responders and that participating facilities must provide copies 
of examination records to DCC. In May 2007, NIOSH approved a request 
from DCC to redirect about $125,000 from the June 2006 award to 
establish a contract with a company to provide screening and monitoring 
services for nonfederal responders residing outside the NYC metropolitan 
area. Subsequently, DCC contracted with QTC Management, Inc.,^ one of 
the four organizations that had responded to NIOSH’s request for 
information. DGC’s contract with QTC does not include treatment 
services, and NIOSH officials are still exploring how to provide and pay for 
treatment services for nonfederal responders residing outside the NYC 
metropolitan area.^ QTC has a network of providers in all 50 states and the 
District of Columbia and can use internal medicine and occupational 
medicine doctors in its network to provide these services. In addition, 

DCC and QTC have agreed that QTC will identify and subcontract with 
providers outside of its network to screen and monitor nonfederal 
responders who do not reside within 25 miles of a QTC provider.** In June 
2007, NIOSH awarded $800,600 to DCC for coordinating the provision of 
screening and monitoring examinations, and QTC will receive a portion of 
this award from DCC to provide about 1,000 screening and monitoring 
examinations through May 2008. According to a NIOSH official, QTC’s 
providers have begun conducting screening examinations, and by the end 


*^Department of Health and Human Services, Sources Sought Notice: National Medical 
Monitoring and Treatment Program for V/orid Trade Center (WTC) Rescue, Recovery, 
and Restoration Responders and Volunteers, SSA-WTC-001 (Mar. 16, 2007). 

*'QTC is a private provider of government-outsourced occupational health and disability 
examination services. 

*^Some nonfederal responders residing outside the NYC metropolitan area may have access 
to privately funded treatment services. In Jime 2005 the American Red Cross funded AOEC 
to provide tre^ment services for these responders. As of June 2007, AOEC had contracted 
with 40 of its member clinics located in 27 states and the District of Columbia to provide 
these services. An American Red Cross official told us in September 2007 that funding for 
AOEC to provide treeitment services would continue through June 2008. 

**As of June 2007, DCC identified 1,151 nonfederal responders residing outside the NYC 
metropolitan area who requested screenmg and monitoring services and were too ill or 
lacked financial resources to travel to NYC or any of DCC’s 10 contracted clinics. 
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of August 2007, 18 nonfederal responders had completed screening 
examinations, and 33 others had been scheduled. 


NIOSH Awarded 
Funding for 
Treatment Services to 
Four WTC Health 
Programs 


In fall 2006, NIOSH awarded and set aside funds totaling $51 million from 
its $75 million ^propriation for four WTC health programs in the NYC 
metropolitan area to provide treatment services to responded enrolled in 
these programs. Of the $51 million, NIOSH awarded about $44 million for 
outpatient services to the FDNY WTC program, the NY/NJ WTC 
Consortium, Project COPE, and the POPPA program. NIOSH made the 
laigest awards to the two programs from which almost all responders 
receive medical services, the FDNY WTC program and NY/NJ WTC 
Consortium (see table 2). In July 2007 we reported that officials from the 
FDNY WTC program and the NY/NJ WTC Consortium expected that their 
awards for outpatient treatment would be spent by the end of fiscal year 
2007.“^ In addition to the $44 million it awarded for outpatient services, 
NIOSH set aside about $7 million for the FDNY WTC program and NY/NJ 
WTC Consortium to pay for responders’ WTC-related inpatient hospital 
care as needed.” 


August 2007 a NIOSH official told us that NIOSH did not expect that all of these hinds 
would be spent by September 30, 2007. 

addition to funding from NIOSH, the FDNY WTC program and the NY/NJ WTC 
Consortium received funding in 2006 from the American Red Cross to provide treatment 
services. In September 2007 an official from the American Red Cross told us that it was the 
organization's understanding that m<»t of Ute climes in the NY/NJ WTC Consortium had 
expended the American Red Cross funds but that one of the Consortium's clinics was 
expected to request a no-cost 6-month extension up to the end of calendar year 2007. The 
American Red Cross had already panted a similar extension for the same period to the 
FDNY WTC program. 

”Of the $24 million remaining from the $75 million appropriation to CDC, NIOSH used 
about $15 million to support monitoring and other WTC-related health services conducted 
by the FDNY WTC program and NY/NJ WTC Consortium. ATSDR awarded $9 million to the 
WTC Health Registry to continue its collection of health data. 
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Table 2: NIOSH Awards to WTC Health Programs for Providing Treatment Services, 
2006 

Dollars in milliCMis 

WTC health program 

Amount of award* 

Date of award 

NY/NJ WTC Consortium 

$20.8 

October 26, 2006 

FDNY WTC Medical Monitoring 
and Treatment Program 

18.7 

October 26. 2006 

Project COPE 

3 . 0 ° 

September 19, 2006 

POPPA program 

1,5' 

September 19, 2006 

Total amount of awards 

$44.0 



Source- NIOSH. 

•Amount is rounded to the nearest $0.1 million. 

t^iOSH will provide $1 million annually to Project COPE beginning in September 2006 through 
September 2008. for a total award of S3 million. 

'NtOSH will provide $500,000 annually to the POPPA program beginning in September 2006 through 
September 2008, for a total award of S1 .5 million. 


The FDNY WTC program and NY/NJ WTC Consortium used their awards 
from NIOSH to continue providing treatment services to responders and to 
expand the scope of available treatment services. Before NIOSH made its 
awards for treatment services, the treatment services provided by the two 
programs were supported by funding from private philanthropies and 
other organizations. According to officials of the NY/NJ WTC Consortium, 
this funding was sufficient to provide only outpatient care and partial 
coverage for prescription medications. The two programs used NIOSH’s 
awards to continue to provide outpatient services to responders, such as 
treatment for gastrointestinal reflux disease, upper and lower respiratory 
disorders, and mental health conditions. They also expanded the scope of 
their programs by offering responders full coverage for their prescription 
medications for ^e first time. A NIOSH official told us that some of the 
commonly experienced WTC conditions, such as upper airway conditions, 
gastrointestinal disorders, and mental health disorders, are frequently 
treated with medications that can be costly and may be prescribed for an 
extended period of time. According to an FDNY WTC program official, 
prescription medications are now the largest component of the program’s 
treatment budget. 

The FDNY WTC program and NY/NJ Consortium also expanded the scope 
of their programs by paying for inpatient hospitei care for the first time, 
using funds from the $7 million that NIOSH had set aside for this purpose. 
According to a NIOSH official, NIOSH pays for hospitalizations that have 
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been approved by the medical directors of the FDNY WTC program and 
NY/NJ WTC Consortium through awards to the programs from the funds 
NIOSH set aside for this purpose. By August 31, 2007, federal ftinds had 
been used to support 34 hospitalizations of responders, 28 of which were 
referred by the NY/NJ WTC Consortium’s Mount Sinai clinic, 5 by the 
FDNY WTC program, and 1 by the NY/NJ WTC Consortium’s CUNY 
Queens College program. Responders have received inpatient hospital 
care to treat, for example, asthma, pulmonary fibrosrs,** and severe cases 
of depression or PTSD. According to a NIOSH official, one responder is 
now a candidate for lung transplantation and if this procedure is 
performed, it will be covered by federal funds. If funds set aside for 
hospital care m-e not completely used by the end of fiscal year 2007, he 
said they could be carried over into fiscal year 2008 for this purpose or 
used for outpatient services. 

After receiving NIOSH’s funding for treatment services in fall 2006, the 
NY/NJ WTC Consortium ended its efforts to obtain reimbursement from 
health insurance held by responders with coverage.^ Consortium officials 
told us that efforts to bill insurance companies involved a heavy 
administrative burden and were frequently unsuccessful, in part because 
the insurance carriers typically denied coverage for work-related health 
conditions on the grounds that such conditions should be covered by state 
workers’ compensation pro^ams. However, according to officials ftom 
the NY/NJ WTC Consortium, responders trying to obtain workers’ 
compensation coverage routinely experienced administrative hurdles and 
significant delays, some lasting several years. Moreover, according to 
these program officials, the m^ority of responders enrolled in the program 
either had limited or no health insurance coverage. According to a labor 
official, responders who carried out cleanup services after the WTC attack 
often did not have health insurance, and responders who were 
construction workers often lost their health insurance when they became 
too ill to work the number of days each quarter or year required to 
maintain eligibility for insurance coverage. 


*®Pu]monary fibrosis is a condition characterized by the formation of scar tissue in the 
lungs following the inflanunjUion of hmg tissue. 

^®The NY/NJ WTC Consortium now offers treatment services at no cost to responders; 
however, prior to fall 2006 the program attempted when possible to obtain reimbursement 
for its services from health insurance carriers and to obtain Explicable co-payments from 
responders. 
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According to a NIOSH official, although the agency had not received 
authorization as of August 30, 2007, to use the $50 million emergency 
supplemental appropriation made to CDC in May 2007, NIOSH was 
formulating plans for use of these funds to support the WTC treatment 
programs in fiscal year 2008. 


Concluding 

Observations 


Screening and monitoring the health of the people who responded to the 
September 11, 2001, attack on the World Trade Center are critical for 
identifying health effects already experienced by responders or those that 
may emerge in the future. In addition, collecting and analyzing information 
produced by screening and monitoring respondere can give health care 
providers information that could help them better diagnose and treat 
responders and others who experience similar health effects. 

While some groups of responders are eligible for screening and follow-up 
physical and mental health examinations through the federally funded 
WTC health programs, other groups of responders are not eligible for 
comparable services or may not always find these services available. 
Federal responders have been eligible only for the initial screening 
examination provided through the WTC Federal Responder Screening 
Program. NIOSH, the administrator of the progr^, has been considering 
expanding the program to include monitoring but has not done so. In 
addition, many responders who reside outside the NYC metropolitan area 
have not been able to obtain screening and monitoring services because 
available services are too distant. Moreover, HHS has repeatedly 
interrupted the programs it established for federal responders and 
nonfederal responders outside of NYC, resulting in periods when no 
services were available to them. 

HHS continues to fund and coordinate the WTC health programs and has 
key federal responsibility for ensuring the availability of services to 
responders. HHS and its agencies have recently taken steps to move 
toward providing screening and monitoring services to federal responders 
and to nonfederal respondeis living outside of the NYC area. However, 
these efforts are not complete, and the stop-and-start history of the 
department’s efforts to serve these groups does not provide assurance that 
the latest efforts to extend screening and monitoring services to these 
responders will be successful and will be sustained over time. Therefore 
we recommended in July 2007 that the Secretary of HHS take ejqreditious 
action to ensure that health screening and monitoring services are 
available to all people who responded to the atteck on the WTC, regardless 
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of who their employer was or where they reside. As of early September 
2007 the department has not responded to this recommendation. 


Mr. Chairman, this completes my prepared remarks. I would be happy to 
respond to any questions you or other membeis of the subcommittee may 
have at this time. 


Contacts and 
Acknowledgments 


For ftirther information about this testimony, please contact Cynthia A. 
Bascetta at (202) 612-7114 or bascettac@gao.gov. Contact points for our 
Offices of Congressional Relations and Public Affairs may be found on the 
last page of this statement. Helene F. Toiv, Assistant Director; Heman 
Bozzoio; Frederick Caison; Anne Dievler; and Rosearme Price made key 
contributions to this statement 
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Mr. Pallone. Thank you. Dr. Melius. 

STATEMENT OF JAMES MELIUS, M.D., ADMINISTRATOR, NEW 
YORK STATE LABORERS 

Dr. Melius. Chairman Pallone, other members of the sub- 
committee of Health, I greatly appreciate the opportunity to appear 
before you today. I have been involved with health issues at the 
World Trade Center since shortly after September 11. Over 3,000 
of our union members were involved in the response and cleanup 
activities on site, and I would add that includes many not only 
from New York, but also our members from State of New Jersey 
who came over to assist and who worked at the site. 

For the past 4 years, I have served as chair of the steering com- 
mittee for the medical monitoring and treatment program and have 
been involved in oversight in working on outreach and other activi- 
ties with Dr. Herbert and others with the New York City Fire De- 
partment on this program. 

I believe that they have already — the physicians involved in 
these programs already talked about some of the medical problems 
that people are experiencing. And given the focus of these hearings, 
I like to sort of briefly mention two other issues regarding why it 
is so important that there be Federal support for this medical mon- 
itoring and treatment program. 

One would expect — what are some of the other potential sources 
of funding that could pay for this? Well, one possible source of 
health insurance coverage; however, I think it is important to know 
that all health insurance plans exclude coverage for work-related 
injuries and illnesses. This is a basic part of health insurance. It 
extends even to the Federal Medicare program. They do not provide 
coverage. 

If an insurance company finds that a person is applying for what 
they believe to be a work-related health problem, they will deny 
that claim or certainly raise questions about that claim. So we can- 
not rely on it, for that reason, to provide coverage for everybody 
who has become ill by this program. 

We have also found that, as this program has evolved as people 
have sought treatment, that this use of health insurance today has 
put a great strain on the health insurance plans that cover these 
particular responders. In the case the city of New York has borne 
much of the cost through their health insurance plan to date. The 
various labor unions in New York, who operate either their own 
health insurance plans or provide partial coverage such as pharma- 
ceutical coverage for their members, have also experienced severe 
financial strain from having to cover the medical costs for many of 
the responders. 

Another alternative to provide coverage is Worker’s Compensa- 
tion, but I think, as we have already heard today in a very difficult 
example of how problematic it is for many of these responders to 
obtain Worker’s Compensation coverage. It is long delays in getting 
that coverage. The coverage is often incomplete. The coverage often 
questions the need for follow-up medical treatment and can involve 
many, hearings, administrative proceedings, and especially long 
delays. Three, 4, 5, years or more before people can initially receive 
coverage under Worker’s Compensation is not unusual. 
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To rely on Worker’s Compensation for coverage for these re- 
sponders also shifts the burden for the cost to their employers and 
to the insurance companies involved. We have already heard the 
concerns about the contractors involved who thought they were in- 
demnified for working at the World Trade Center site, for respond- 
ing so quickly, and certainly the New York City itself, which is self- 
insured in regards to Worker’s Compensation cost would end up 
picking up these very large and very significant medical costs if we 
try to rely only on Worker’s Compensation coverage to cover all the 
health care needs. 

I believe that we need a comprehensive solution to address the 
health needs of these rescue and recovery workers. We cannot rely 
on a fragmented system and should not rely on a system that uti- 
lizes private philanthropy, like the Red Cross, health insurance, 
line-of-duty disability retirement, and Worker’s Compensation to 
support the necessary medical monitoring treatment for the many 
thousands of people who have become ill because of their World 
Trade Center exposures. 

If we rely on this fragmented approach, we will inevitably leave 
many of these ill and disabled rescue and recovery workers without 
the needed medical treatment and will only worsen their health 
condition. I think testimony we have already heard on this panel, 
I think, illustrates the problems with a fragmented system that is 
not responsive to the needs of these responders. 

In my testimony, I have laid out what I think should be the key 
points in any Federal legislation that would provide comprehensive 
coverage that should extend not only to deal with the health issues 
but also to provide compensation for people who have become dis- 
abled because of their exposures at the World Trade Center. 

I believe that the legislation introduced last night by Representa- 
tives Maloney, Nadler, and Fossella and others really addresses all 
of these goals and provide the comprehensive framework needed to 
address these serious medical problems and would lay the basis for 
both comprehensive coverage as well as the long-term coverage 
that is required. 

I really want to thank Representative Fossella for your efforts, 
I think, on behalf of all the labor unions who represent people in- 
volved in this response. We greatly appreciate your efforts as well 
as those efforts of Representatives Maloney, Nadler, and the rest 
of the New York delegation to help address this. And I appreciate, 
Mr. Pallone, your efforts in holding this hearing. And hope we can 
move forward to get a comprehensive legislation that is so badly 
needed. Thank you. 

[The prepared statement of Dr. Melius follows:] 

Testimony of James Melius, M.D. 

Chairman Pallone and members of the Subcommittee on Health. I greatly appre- 
ciate the opportunity to appear before you at this hearing. 

I am James Melius, an occupational health physician and epidemiologist, who cur- 
rently works as Administrator for the New York State Laborers’ Health and Safety 
Trust Fund, a labor-management organization focusing on health and safety issues 
for union construction laborers in New York State. During my career, I spent over 
7 years working for the National Institute for Occupational Safety and Health 
(NIOSH) where I directed groups conducting epidemiological and medical studies. 
After that, I worked for 7 years for the New York State Department of Health 
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where, among other duties, I directed the development of a network of occupational 
health clinics around the state. I currently serve on the Federal Advisory Board on 
Radiation and Worker Health which oversees part of the Federal compensation pro- 
gram for former Department of Energy nuclear weapons production workers. 

I have been involved in health issues for World Trade Center responders since 
shortly after September 11. Over 3,000 of our union members were involved in re- 
sponse and clean-up activities at the site. One of my staff spent nearly eveiy day 
at the site for the first few months helping to coordinate health and safety issues 
for our members who were working there. When the initial concerns were raised 
about potential health problems among responders at the site, I became involved in 
ensuring that our members participated in the various medical and mental health 
services that were being offered. For the past 3 years, I have served as the chair 
of the Steering Committee for the World Trade Center Medical Monitoring and 
Treatment Program. This committee includes representatives of responder groups 
and the involved medical centers (including the NYC Fire Department) who meet 
monthly to oversee the program and to ensure that the program is providing the 
necessary services to the many people in need of medical follow-up and treatment. 
I also serve as co-chair of the Labor Advisory Committee for the WTC Registry oper- 
ated by the New York City Department of Health. These activities provide me with 
a good overview of the benefits of the current programs and the difficulties encoun- 
tered by responders seeking to address their medical problems and other needs. 

I believe that other physicians involved in the medical monitoring and treatment 
program for World Trade Center responders have already presented the medical 
findings from their respective medical program for these responders. The pulmonary 
disease and other health problems among both fire fighters and other responders 
are quite striking and quite worrisome. All of the medical programs have done an 
outstanding job in establishing their respective monitoring programs and in provid- 
ing high quality medical examinations for many thousands of rescue workers and 
responders. These programs also recognized the problems that many of their partici- 
pants were having pa 3 dng for medical care for the conditions diagnosed in the medi- 
cal monitoring programs and have made efforts to help the participants in obtaining 
necessary assistance. Given the focus of these hearings, I believe that it may be 
helpful to examine the reasons why so many of the participants need assistance for 
paying for their medical treatment. 

Health Insurance Coverage 

The people who worked in the initial response to the September 11 disaster and 
the later recovery activities represented many different types of workers. On the 
public safety side, there were fire fighters, police, and emergency medical services 
workers. The response and recovery activities also included construction trades 
workers, utility workers, sanitation workers, transit workers, cleaning workers, and 
NYC municipal workers from many agencies. Many other people just volunteered 
to work at the site especially in the first few days after September 11th. Despite 
the diversity of backgrounds and job duties, these different groups are showing very 
similar patterns of illness. The pulmonary changes found in fire fighters have also 
been demonstrated in the rescue and recovery workers being monitored in the 
Mount Sinai medical program. Most recently, an independent study conducted by 
medical researchers at Penn State University of NYC police officers responding to 
the WTC disaster reported similar respiratory findings among the group that they 
examined. The other types of medical and mental health problems documented 
among WTC responders also appear to be similar across all groups of responders. 

However, given the diversity of this workforce, it is not surprising that their 
health insurance coverage might be quite variable. I will provide a general overview. 

All city workers are covered through the city’s general health insurance plan 
which provides basic coverage including retirement coverage for long time workers. 
However, pharmaceutical coverage is provided through a different plan adminis- 
tered through each separate union. Construction trade workers are usually covered 
through their labor-management health insurance fund which provides basic health 
insurance coverage and some pharmaceutical coverage. The pharmaceutical cov- 
erage is often quite limited with high deductibles and co-pays. These health plans 
require that the participant work a substantial number of days each quarter or year 
in order to maintain eligibility. An ill construction worker can easily lose their cov- 
erage by missing too many work days. Utility workers have general medical cov- 
erage including some pharmaceutical benefits. Cleaning workers (people who 
cleaned the residential and commercial buildings around the WTC) often worked for 
contractors who offered no health benefits at all. The majority of the people in the 
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Mt. Sinai treatment program up to now have had no health insurance coverage or 
very limited coverage. 

All health insurance plans exclude coverage for work-related injuries and ill- 
nesses. Even Medicare has an active program to identify and recover payments for 
work-related services. While it is recognized that there may be uncertainty about 
whether a condition being diagnosed is work-related or not, this consideration could 
easily lead to the denial of health insurance coverage for many people with WTC- 
related health conditions. New York State does have in place mechanisms for health 
insurance providers to be reimbursed for medical expense payments incurred for 
conditions that are ultimately determined to be eligible for workers’ compensation 
coverage. However, these mechanisms are administratively complicated and do not 
necessarily prevent the health insurer from denying reimbursement for WTC-relat- 
ed health expense. 

Another problem with health insurance is the limitations on coverage of many of 
the health insurance plans that cover the participants. This is especially critical for 
pharmaceutical coverage. Treatment for many of the WTC-related conditions (asth- 
ma, mental health problems, et cetera.) requires substantial medication costs. These 
costs commonly range from te,000 to nearly $15,000 per year for participants. Many 
of the plans covering WTC participants have high deductibles or co-pays. Co-pays 
and deductibles can easily cost the participants with high medication costs several 
thousand dollars per year. These costs can severely strain the finances of a person 
with a moderate income especially if they have other health care costs and are miss- 
ing significant time from their work due to illness. For those without any health 
insurance, the financial impact is even greater. Another potential problem is that 
many of these insurance programs have lifetime caps for each participant. Although 
these caps seem high ($500,000 to $1 million or more), they can easily be exceeded 
with a long term serious illness. 

The medical and pharmaceutical costs for WTC-responders have also severely 
strained the health insurance plans for many of the responder groups, especially 
those providing pharmaceutical coverage. These funds are already stressed by the 
rapidly rising costs of health care. Those plans with a significant number of mem- 
bers who worked at the WTC response and clean-up have found that the overall 
medical and pharmaceutical costs for their plans have significantly increased due 
to the large number of participants with WTC-related medical costs. This has even 
led some to consider cutting back on their benefits for all members in order to ab- 
sorb the costs for the WTC group. 

Workers’ Compensation Coverage 

One alternative to health insurance coverage for WTC-related conditions is work- 
ers’ compensation insurance. Workers’ compensation is supposed to be a no fault in- 
surance system to provide workers who are injured or become ill due to job-related 
factors with compensation for their wage loss as well as full coverage for the medical 
costs associated with the monitoring and treatment of their condition. 

Similar to health insurance, the WTC program participants are covered by a vari- 
ety of state, Federal, and local programs with different eligibility requirements, ben- 
efits, and other provisions. Most private and city workers are covered under the 
New York State Workers’ Compensation system. New York City is self insured while 
most of the private employers obtain coverage through an outside insurance com- 
pany. Uniformed services workers are, for the most part, not covered by the New 
York State Workers’ Compensation system but rather have a line of duty disability 
retirement system managed by New York City. A fire fighter, police officer, or other 
uniformed worker who can no longer perform their duties because of an injury or 
illness incurred while on duty can apply for a disability retirement which allows 
them to leave with significant retirement benefits. However, should a work-related 
illness first become apparent after retirement, no additional benefits (including med- 
ical care) are provided, and the medical benefits for even a recognized line of duty 
medical problem end when the person retires. Federal workers are covered under 
the compensation program for Federal workers. Coverage for workers who came 
from out of state will depend on their employment arrangements with their private 
employer or agency. However, volunteers from New York or from out of state are 
all covered under a special program established by the New York Workers Com- 
pensation Board after 9/11. 

The major difficulty with these compensation systems is the long delays in obtain- 
ing coverage. For example, the NYS Workers’ Compensation system is very bureau- 
cratic. The insurer may challenge every step of the compensation process including 
even diagnostic medical testing. This challenge usually requires a hearing before a 
Workers’ Compensation Board (WCB) administrative judge to evaluate the case, and 
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this hearing may often be delayed for months. Even once the case is established, 
the insurer can still challenge treatments recommended for that individual even for 
a medication that the individual may have been taking for many months for a 
chronic work-related condition. Thus, it may be many years before the case of a per- 
son with a WTC-related condition is fully recognized and adjudicated by the com- 
pensation system. Meanwhile, the claimant may not be receiving any medical or 
compensation benefits or may have had their benefits disrupted many times. 

In order to alleviate some of the problems for WTC claimants, last year New York 
State implemented some new programs that were deigned to improve coverage for 
WTC responders by providing medical coverage and salary compensation for re- 
sponders while their WCB cases were being evaluated. However, these provisions 
must be initiated by the insurer carrier, and there is uncertainty as to who would 
be responsible for reimbursing these costs if the claims are ultimately denied. To 
date, these provisions do not appear to be widely used. There was also legislation 
passed last year that allows more New York City workers to obtain disability retire- 
ment benefits for WTC-related conditions. Currently, there is an advisory task force 
in place that is examining how best to implement this legislation. Finally, there was 
a bill passed allowing people who worked at the WTC site to register for Workers’ 
Compensation benefits. Potential claimants were given a year to submit a registra- 
tion form to the Board that makes them eligible to apply for benefits should they 
later develop a WTC-related health condition. Prior to that, claimants who later de- 
veloped a WTC-related medical condition were not eligible to file claims because 
they were judged to have missed the filing deadline required by law. In addition. 
New York State has just passed broad workers’ compensation reform legislation that 
makes many changes in the current system. Once implemented, this legislation 
could help to alleviate some of the delays in the current system. However, it will 
be some time before all of these changes assist WTC claimants. Meanwhile, claim- 
ants continue to face long delays and many hurdles in obtaining workers’ compensa- 
tion coverage for any conditions resulting from their WTC exposures. It is not clear 
that the recent changes in the system will adequately address these problems. 

I would also add that depending on workers’ compensation and disability retire- 
ment systems to cover the medical costs for the monitoring and treatment program 
places the financial burden on the employers and insurance companies. New York 
City is self insured and thus would pay directly for all claims. The private employ- 
ers involved will also have greater costs either by directly paying for claims if they 
are self insured or through higher premiums due to an increase in their experience 
rating. 


Comprehensive Solution 

A comprehensive solution is needed to address the health needs of the 9/11 rescue 
and recovery workers. We cannot rely on a fragmented system utilizing private phi- 
lanthropy, health insurance, line of duty disability retirement, and workers’ com- 
pensation to support the necessary medical monitoring and treatment for the thou- 
sands of people whose health may have been impacted by their WTC exposures. 
This fragmented approach will inevitably leave many of the ill and disabled rescue 
and recovery workers without needed medical treatment and will only worsen their 
health conditions. The delays and uncertainty about payments would discourage 
many of the ill rescue and recovery workers from seeking necessary care and dis- 
courage medical institutions from providing that care. 

This is a critical time for the federally funded treatment programs. Their funding 
will soon run out, and Federal officials are already proposing sending letters inform- 
ing the participants that they must seek alternative arrangements for their care. 
Attempting to provide this care through some sort of voucher system as is currently 
being considered by the Department of Health and Human Services would also be 
disruptive. Discontinuing or disrupting this high quality, coordinated medical treat- 
ment would only exacerbate the health consequences of the 9/11 disaster. Most of 
the participants in the monitoring and treatment program have medical conditions 
(asthma, mental health problems, etc.) that should be responsive to medication and 
other treatments. Hopefully, many of these people will gradually recover and not be- 
come disabled due to their WTC-related medical conditions. To the extent, that we 
can prevent worsening of the medical conditions and prevent many of these people 
from becoming too disabled to work, we can not only help these individuals, but we 
can also lower the long term costs of providing care and assistance to this popu- 
lation. 

We need Federal legislation that accomplishes the following: 

• Provides long term medical monitoring program for all WTC responders and 
other workers exposed in the aftermath of September 11, 2007 
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• Supports long term medical treatment for those participants who have developed 
WTC-related medical conditions at no cost to the participants. This program should 
cover WTC-related medical conditions that are currently recognized as well as those 
which might emerge in the future. 

• Provides that monitoring and treatment at Medical Centers of Excellence that 
have the expertise and experience to provide high quality medical care. 

• Extends that high quality medical care to WTC responders from throughout the 
United States 

• Provides for the collection and analysis of these medical data in order to track 
the health of the participants and to detect emerging disease patterns. 

• Establishes a medical monitoring and treatment program for residents, stu- 
dents, workers, and other people who were exposed to WTC contaminants in the 
aftermath to the September 11 attacks. 

• Provides for appropriate compensation for those who have become disabled from 
their WTC-related illnesses. 

• Provides administrative mechanisms that provides prompt and timely deter- 
minations and allows the proper oversight and management of the program. 

• Provides for meaningful input and participation from representatives of the af- 
fected groups in the development and management of the program. 

The legislation just introduced by Representatives Maloney, Nadler, Fossella, and 
others addresses all of those goals and provides the comprehensive framework need- 
ed to address the serious medical problems being experienced by thousands of peo- 
ple in the aftermath to the September 11 terrorist attacks. Too often in the past, 
we have neglected to properly monitor the health of groups exposed in extraordinary 
situations only to later spend millions of dollars trying to determine the extent to 
which their health has been impacted. Agent Orange exposure in Vietnam and the 
current compensation program for nuclear weapons workers are only two examples 
of this problem. We have left those people to suffer, often without proper medical 
care and facing financial hardship due to their illnesses. We should learn the les- 
sons from these past mistakes and make sure that we provide comprehensive medi- 
cal monitoring, treatment, and compensation for those potentially impacted by the 
WTC disaster 

I would strongly urge you to take immediate steps to ensure that there is ade- 
quate Federal funding for the current medical monitoring and treatment programs 
and to open up these programs or similar programs to the affected residents and 
to other affected workers. I would also urge you to support the Maloney-Nadler- 
Fossella legislation to provide a comprehensive approach to give WTC workers and 
residents access to long term medical monitoring and treatment for their WTC-relat- 
ed medical conditions and compensation for their losses. 

I would be glad to answer any questions. 


Mr. Pallone. Thank you, Doctor. Mr. Skyler. 

STATEMENT OF EDWARD SKYLER, DEPUTY MAYOR, 
ADMINISTRATION, CITY OF NEW YORK, NY 

Mr. Skyler. Good afternoon. I want to thank you, Chairman 
Pallone, Ranking Member Deal, Congressman Fossella and Con- 
gressman Weiner as well as Congressman Engel who was here ear- 
lier, and other members of the committee for convening this hear- 
ing for those who are still suffering from the effects of the Septem- 
ber 11 attacks. 

My name is Edward Skyler, and I am the New York City deputy 
mayor for administration. And as the 5-year anniversary of the at- 
tacks approached. Mayor Bloomberg asked me to co-chair a panel 
of experts to determine what must be done to fully address the 
health impacts of 9/11. The mayor accepted all 15 of the panel’s 
recommendations. 

I have shared the report with your staff over the last 7 months, 
and over that time, we have been working to put them into action. 
In particular, the city has been working closely with New York’s 
congressional delegation, especially Representatives Maloney, 
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Fossella, and Nadler; and Senators Clinton and Schumer to incor- 
porate these recommendations into legislation that establishes a 
strong and comprehensive Federal response. 

And that is why I am here today. On behalf of Mayor Bloomberg 
and the city of New York, I have come to express our strong sup- 
port for a piece of legislation that accomplishes much of what our 
panel recommended, the James Zadroga 9/11 Health and Com- 
pensation Act of 2007. The bill is named after an NYPD detective 
who spent hundreds of hours at Ground Zero and later died too 
young at the age of 34 from respiratory failure. 

If adopted into law, it will provide the Federal funding needed 
to care for those who are sick or who may become sick. The bill 
would continue vital research that would help us better understand 
the health impacts of these attacks, and it would reopen the Vic- 
tims’ Compensation Fund, which will enable the city to get out of 
the courtroom and focus its energies on helping those who continue 
to struggle with the aftermath of 9/11. In short, it recognizes fully 
and finally that providing health services to people who are phys- 
ically injured and emotionally traumatized by an act of war and 
terror against the United States is in fact a national obligation. 

We have estimated that more than 400,000 people were poten- 
tially exposed to environmental hazards and psychological trauma 
of the attacks. The gross national cost to treat those people who are 
sick or who could become sick as a result of 9/11 is $393 million 
per year. That estimate covers the entire potentially exposed popu- 
lation, including the thousands of rescue workers and others who 
came to our city to help in our time of need from all 50 States. 

We also estimate that the cost merely to sustain the current 
treatment programs in the New York City area at their present 
levels and to implement the remainder of the panel’s recommenda- 
tions is at least $150 million a year — not allowing for inflation, in- 
creased incidence of disease, or the emergence of new disease. 

The funding that this bill will provide is needed for two critical 
and interrelated purposes. First, to treat those who are sick or who 
could become sick as a result of 9/11. This bill provides the means 
to treat anyone anywhere in the country who was affected by the 
attacks. A core element of that treatment is sustained funding for 
the three Centers of Excellence that collectively monitor and treat 
the more than 36,000 responders, residents, and others. 

Those Centers of Excellence are the FDNY World Trade Center 
program, WTC Monitoring and Treatment program coordinated by 
Mount Sinai, and the World Trade Center Environmental Health 
Center at Bellevue Hospital, which is the only treatment program 
currently open to residents and other non-first responders. I should 
note the fire department recently opened a treatment center on 
Staten Island in Congressman Fossella’s district to better provide 
services to those who are injured as a result of the attacks and 
make it more convenient for them by supplying those services in 
their home borough. 

Second, this bill ensures that the critical 9/11 research continues. 
Long-term research is the only way we are going to be able to de- 
velop a full understanding of the health impacts of 9/11. The Cen- 
ters of Excellence have all contributed to the research efforts, in- 
cluding studies released by clinicians at all of them. 
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The city’s health department has also partnered with the Federal 
Government to establish the World Trade Center Health Registry, 
the largest of its kind, which includes over 71,000 people from 
every State in the country and from almost every congressional dis- 
trict. More than a quarter of the people in the registry, almost 
20,000 individuals, are from outside New York State. This reflects 
the large number of people from throughout the country who came 
to New York’s assistance after the attacks. 

Two large studies released last month based on registry data 
continue to show how serious the health impacts of 9/11 are. They 
were referred by Congressman Fossella earlier today, which is the 
3.6 percent of 25,000 previously asthma-free rescue and recovery 
workers who developed asthma after working at the site, which is 
12 times the national average. And the 12 percent of rescue and 
recovery workers, about one in eight, who developed post-traumatic 
stress disorder after working at Ground Zero. The national average 
is about 4 percent. 

This bill will provide the necessary resources to fund all of these 
services, but while we wait for Congress to act and the executive 
branch to act, the city is not waiting to make sure that the people 
get the health care they need. In fact, in response to the report, the 
mayor increased city spending for 9/11 health-related programs six- 
fold to more than $27 million in the current fiscal year. And in the 
absence of long-term Federal support, he committed $100 million 
to these programs through fiscal year 2011. 

Nevertheless, all of these programs remain in danger of being 
discontinued unless they receive a full and reliable and sustained 
source of Federal funding which this bill provides. 

Finally, let me talk about how this bill will fulfill another core 
recommendation of our panel. The urgent need for Congress to re- 
open the Victim Compensation Fund. Between 2001 and 2004, 
under the leadership of Special Master Ken Feinburg, the fund pro- 
vided compensation to nearly 3,000 families of those who were 
killed or injured on 9/11 or in the immediate aftermath of the at- 
tacks. It was a fair and efficient process that provided a measure 
of relief to victims’ families. 

Now, it is imperative that the fund be reauthorized to take care 
of those who are not eligible to benefit from it before it closed in 
2003. The fact that their injuries and illnesses have been slower to 
emerge should not disqualify them from getting the help they need. 

Even if we provide them health care, many of these people have 
suffered other losses. Some can no longer work or are in financial 
distress. They shouldn’t be forced to go to court to get compensa- 
tion. That not only compounds their pain, it would result in costly 
and protracted litigation that is distracting us from our primary 
mission of giving real help to those in need. 

The fundamental point is that compensating people who were 
hurt on 9/11 shouldn’t be based on a legal finding of who is to 
blame. We all know who is to blame: 19 savages with box cutters. 
I am here today because New York City would rather stand with 
those who filed suit than against them in a courtroom, but we need 
your help to do that. 

There is no reason why people injured on 9/11 should now have 
to go to court and prove liability. Proof of harm should be enough 
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to receive fair and fast compensation. What is more, reopening the 
fund would send a clear message that if, God forbid, America suf- 
fers another terrorist attack, the private sectors and our first re- 
sponders could respond with the same kind of determination that 
we saw on 9/11, knowing that their Government will always stand 
with them. 

If we leave the issue of compensation to the courts and the tort 
system, we risk bankrupting those who responded — either the indi- 
viduals or the companies. We simply shouldn’t be so callous to 
those who responded in the Nation’s time of need. 

In sum, the James Zadroga Act represents a vital lifeline to the 
men and women who risked everything and helped lift our Nation 
and our city back onto its feet during its time of need. That is why 
it has gained the support of New York State’s entire congressional 
delegation. That is why Speaker Pelosi, who met with Mayor 
Bloomberg and me last week, expressed her support of it. And that 
is why Mayor Bloomberg and his administration are pledging to 
work with Congress to do everything possible to make it a reality. 

Thank you for your attention. I would be happy to answer any 
questions you might have. 

[The prepared statement of Mr. Skyler follows:] 

Testimony of Edward Skyler 

Good morning. I want to thank Chairman Pallone, Ranking Member Deal, and 
the other distinguished members of the Committee for convening this hearing about 
those who are still suffering the effects of the September 11 attacks. I also want 
to take this opportunity to thank Speaker Pelosi for coming to New York last week 
on the eve of the sixth anniversary of the attacks. Speaker Pelosi met with Mayor 
Bloomberg to discuss a number of critical 9/11-related issues, and she expressed her 
support for addressing the urgent and unmet health needs that I will talk to you 
about today. 

My name is Ed Skyler, and as New York City’s deputy mayor for administration, 
I’ve been directly involved with the city’s response to 9/11-related medical condi- 
tions. As the 5-year anniversary of the attacks approached, Mayor Bloomberg asked 
me and our city’s Deputy Mayor for Health and Human Services — Linda Gibbs — 
to chair a panel of experts to determine what must be done to fully address the 
health impacts of 9/11. 

The mayor accepted all 15 of the panel’s recommendations — I gave congressional 
testimony about them in February — and over the past 7 months we’ve been working 
to put them in action. In particular, the city has worked closely with New York’s 
Congressional delegation — especially Representatives Maloney, Fossella, and Nad- 
ler, and Senators Clinton and Schumer — to incorporate these recommendations into 
legislation that establishes a strong and comprehensive Federal response. 

That’s why I’m here today. On behalf of the city, I’ve come to express our strong 
support for a piece of legislation that accomplishes much of what our panel rec- 
ommended, the James Zadroga 9/11 Health and Compensation Act of 2007. This bill 
is named after an NYPD detective who had spent hundreds of hours at Ground 
Zero, and later died at the age of 34 from respiratory failure. If adopted into law, 
it would provide the Federal funding needed to care for those who are sick, or who 
may become sick. 

The bill would also continue vital research that will help us better understand the 
health impacts of the attacks, and it would re-open the Victim’s Compensation 
Fund, which will enable the city to get out of the courtroom and focus its energies 
on helping those who continue to struggle with the aftermath of 9/11. In short, this 
bill recognizes, fully and finally, that providing health services to people who were 
physically injured and emotionally traumatized by an act of war against the United 
States is in fact a national obligation. 

We’ve estimated that more than 400,000 people were potentially exposed to the 
environmental hazards and psychological trauma of the attacks, and that the gross 
national cost to treat those who are sick or could become sick as a result of 9/11 
is $393 million per year. That estimate covers the entire potentially exposed popu- 
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lation, including the thousands of rescue workers and others who came to our city 
from all 50 states. 

We also estimated that the cost merely to sustain the current treatment programs 
in the New York City area at their present levels and to implement the remainder 
of the panel’s recommendations is at least $150 million a year — not allowing for in- 
flation, increased incidence of disease, or the emergence of new diseases. 

The funding this bill would provide is needed for two critical, interrelated pur- 
poses: first, to treat those who are sick or who could become sick as a result of 9/ 
11. This bill provides a means to treat anyone, anywhere in the country who was 
affected by the attacks. A core element of that treatment is sustained funding for 
three “Centers of Excellence” that collectively monitor and treat more than 36,000 
responders, residents and others. 

Those Centers of Excellence are: the EDNY World Trade Center program; the 
WTC Monitoring and Treatment program coordinated by Mt. Sinai; and the World 
Trade Center Environmental Health Center at Bellevue Hospital — the only treat- 
ment program currently open to residents and other non-responders. I should note 
that the Fire Department recently opened a treatment center in Staten Island — in 
Congressman Fossella’s district — to provide better services to those who were in- 
jured as a result of the attacks. 

Second, this bill ensures that critical 9/11-related research continues. Long-term 
research is the only way that we’re going to be able to develop a full understanding 
of the health impacts of 9/11. The Centers of Excellence have all contributed to re- 
search efforts — including studies released by clinicians at EDNY, Mt. Sinai and the 
Bellevue program. 

The city’s Health Department has also partnered with the Federal Government 
to establish the World Trade Center Registry — the largest effort of its kind in his- 
tory — which includes over 71,000 people from every state in the country and from 
almost every Congressional district. More than a quarter of the people in the Reg- 
istry — almost 20,000 individuals — are from outside New York State. This reflects 
the large number of people from throughout the country who came to New York’s 
assistance after the attacks. 

Two large studies released last month based on Registry data continue to show 
how serious the health impacts of 9/11 are. One shows that 3.6 percent of 25,000 
previously asthma-free rescue and recovery workers in the Registry developed asth- 
ma after working at the World Trade Center site — 12 times the national average. 
And a second study shows that more than 12 percent of rescue and recovery work- 
ers — about 1 in 8 — developed Post-Traumatic Stress disorder after working at 
Ground Zero. 

The James Zadroga 9/11 Health and Compensation Act will provide the necessary 
resources to fund all of these services — but while we wait for Congress to act, the 
city is not waiting to make sure that people get the health care they need. In fact, 
in response to the Panel’s Report, the Mayor increased city spending for 9/11-health 
related programs six-fold in the current fiscal year, to more than $27 million. And, 
in the absence of long-term Federal support, he committed nearly $100 million to 
these programs through FY 2011. Nevertheless, all of these programs remain in 
danger of being discontinued unless they receive the full and predictable source of 
Federal funding which this bill provides. 

Finally, I’d like to address how this bill will fulfill another core recommendation 
of our panel: the urgent need for Congress to reopen the Victim Compensation 
Fund. Between 2001 and 2004, the Fund provided compensation to nearly 3,000 
families of those who were killed or injured on 9/11 or in the immediate aftermath 
of the attacks. It was a fair and efficient process that provided a measure of relief 
to victims’ families. 

Now it is imperative that the Fund be reauthorized to take care of those who were 
not eligible to benefit from it before it closed in December 2003. The fact that their 
injuries and illnesses have been slower to emerge should not disqualify them from 
getting the help they need. 

Even if we provide them health care, many of these people have suffered other 
losses. Some can no longer work. Some have lost their homes. They shouldn’t be 
forced to go to court to get compensation. That would not only compound their pain; 
it would also result in costly and protracted litigation that ultimately would distract 
us from our primary mission of giving real help to those in need. 

The fundamental point is that compensating people who were hurt on 9/11 
shouldn’t be based on a legal finding of who is to blame. We know who is to blame — 
19 savages with box cutters. I am here today because New York City would rather 
stand with those who’ve filed suit, rather than against them in a courtroom. There 
is no reason why people injured on 9/11 should now have to go to court and prove 
liability. Proof of harm should be enough to receive fair and fast compensation. 
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What’s more, reopening the Fund would send a clear message that if — God for- 
bid — America suffers another terrorist attack, the private sector and our first re- 
sponders could respond with the same kind of determination that we saw on 9/11, 
knowing that their government will always stand by them. If we leave the issue of 
compensation to the courts and the tort system, we risk bankrupting those who re- 
sponded — either the individuals or the companies. We simply shouldn’t be so callous 
to those who responded in the nation’s time of need. 

In sum, the James Zadroga Act represents a vital lifeline to the men and women 
who risked everything, and helped lift our Nation back onto its feet during our time 
of greatest need. That’s why Mayor Bloomberg and his administration are pledging 
to work with you all and do everything possible to make it a reality. 


Mr. Pallone. Thank you. I thank you all. I am going to start 
with the questioning. 

My view, and I think most of you, if not everyone here, sort of 
shared the same view, although I don’t want to put words in your 
mouth, is that if we had a situation where every one of the first 
responders, or even those who were not first responders that might 
have heen victims because they live or work near the World Trade 
Center — hut at least let us focus on the first responders, if we had 
a system where all the first responders could go to a specialized 
treatment center, where they have the expertise like what UMDNJ 
or Mount Sinai do, and they could be screened and monitored, and 
they could be treated there by those experts who have the exper- 
tise, and the Government was paying for it because there wouldn’t 
be any gaps because of your private insurance, if you have it or 
don’t, that would be the best situation. 

But the problem with that, of course, is that for ideological rea- 
sons or whatever, our system doesn’t work that way. Everything is 
done stop-gap, and you have to rely on private insurance and who 
has and who hasn’t. So if we set something up like that, although 
it might be the ideal — there are all the ideological problems that 
go with it. So what I would like to know is how far do you think 
we need to go? 

In other words, we obviously need a comprehensive plan. Would 
you argue that this comprehensive plan should allow everyone who 
is either a first responder or a victim in some other way to go to 
one of these centers? That they should be fully covered by the Fed- 
eral Government without any recourse to private insurance? Is 
there any other way to help people like Mr. Vinciguerra without 
having to go that far? 

I mean, this is the committee of jurisdiction that would have to 
report out that legislation, and we have some bills out there that 
are sort of similar to that. But we also have to think about what 
is possible to get passed here. 

And so I guess I would just like to ask a basic question about 
is that the way we need to go? Is there some way to continue to 
rely on private insurance, or let people go to their individual doc- 
tors, or is this really what we are talking about? And I know it is 
sort of a broad question. I am not sure we have time for everybody 
to answer it, but I would like to at least ask that of Dr. Udasin, 
Dr. Herbert and the GAO person in that order and then we will 
see. If we can start that way. 

Dr. Udasin. Well, I would like to answer that question by saying 
that most of the patients in New Jersey actually have private 
health insurance, and so many came in with either incorrect diag- 
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noses or they couldn’t get the medications that they needed be- 
cause the insurance company said you had to have this medication, 
not the one that actually works for what is wrong with you. I am 
no expert on figuring out how to fund a program, hut I feel like 
the people that were there that did the kind of work that Mr. 
Vinciguerra did need the kind of medical care that we are able to 
provide for them. 

Mr. Pallone. And if they can’t go to your center, then there is 
a danger that they won’t get the specialty care, correct? 

Dr. Udasin. That is correct, and we do work with physicians all 
over the — actually we work with physicians all over the country. 
And we do give a lot of medical advice to people who can’t get into 
our centers, and at the very least, it is making the diagnosis that 
is so complicated that takes such a long time figuring out what 
people need. And that is actually where the trouble is, in my opin- 
ion, that a lot of people that do have correct health insurance are 
coming in with the wrong diagnosis. And that is what I feel like 
we can do for them is at least get them started on the path to the 
correct treatment. 

Mr. Pallone. See, that is. Dr. Herbert, my concern is that if you 
look at Mr. Vinciguerra, he went to Hamilton. Did they necessarily 
know what the problem was? It seems to me that if they are not 
going to one of your centers and then they are not being able to 
get the full monitoring and treatment over a long period of time 
under somebody that has the expertise, they are going to have in- 
complete care. And, then you get into all the insurance problems. 

Dr. Herbert. I agree exactly with what you said and with what 
Dr. Udasin said. The other features of this kind of system are the 
ability to track symptoms, physical findings, breathing test results 
from the monitoring examination so that we can identify disease 
and symptom patterns over time, A. And, B, in the treatment pro- 
grams, we have a real-time system to capture not just the single 
billable diagnosis that you are going to find from a private physi- 
cian but all of the conditions for which that responder is being 
treated. 

So I think without this kind of center. A, you would lose the abil- 
ity to provide the highly specialized treatment that the responders 
need. And, B, you would lose the opportunity to identify the pat- 
terns of disease going forward in time, and you would lose the re- 
sponders as a group. And that would be a huge loss. 

Mr. Pallone. And I will ask Dr. Melius because my time is actu- 
ally up, but the problem that I see is that when you talk about the 
insurance, unless the Government is actually saying we are going 
to pay for your screening and treatment at one of these centers, 
there is going to be just a gap. There is no way for private insur- 
ance to make up the difference. Or is there some way for us to still 
rely on private insurance to pay for some of this? 

Dr. Melius. The answer to that is twofold. One is I don’t think 
it is fair or appropriate to rely on private insurance because that 
cost is getting then passed back either to the victim or his fellow 
workers who are part of the same plan or to the employer who is 
having to provide that. 

Second, I don’t think it works. It leads to fragmented care. Mr. 
Vinciguerra, I think, was a good example of the problems that that 
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causes. And there are countless other examples like that in this 
program. People that delay treatment, don’t get the right medica- 
tions, uncertainty about whether it is covered or not. 

And I really think the only way to provide timely comprehensive 
care is to do it through the system that is proposed in the legisla- 
tion, that sets up the Centers of Excellence, that tracks people, pro- 
vides the care at Centers of Excellence or in coordination with Cen- 
ters of Excellence, and assures that people get the best care as 
early and in as timely a fashion as possible. 

Mr. Pallone. And I agree with you, but I mean the problem is 
when you try to move a bill like that, you are basically saying you 
want a Government sponsored plan, paid-for plan for these people. 
And the question is can we accomplish that. 

Dr. Melius. Well, this is, I think, extraordinary circumstances. 

Mr. Pallone. Right, thank you. 

Dr. Melius. Yes. 

Mr. Pallone. Mr. Deal. 

Mr. Deal. I would sort of like to follow up on that. Does anybody 
know how many of these responders have been provided care and 
benefits under their Worker’s Compensation plans? Yes, Mr. 
Skyler? 

Mr. Skyler. I would just point out from the city’s perspective, 
worker’s comp actually doesn’t apply to members of the uniform 
service, such as police department and fire department. So, as a 
matter of course, the 50,000 or so police officers and firefighters 
wouldn’t get any care through their worker’s comp system. 

Mr. Deal. So you don’t have any worker’s comp system for your 
uniformed officers? 

Mr. Skyler. Not for our uniformed officers. It only affects the ci- 
vilian cohort of the workforce. 

Mr. Deal. So what benefits do they have then if they are injured 
in the line of duty? 

Mr. Skyler. They have different benefits provided by pension 
plans, and there are different levels of care depending on the agen- 
cy. For example, the Bureau of Health Services was a part of the 
fire department set up before 9/11 that monitored firefighter health 
before 9/11. They used their data to compare against the patients 
that came in after 9/11. 

Mr. Deal. So that is why Mr. Vinciguerra had such a hard time 
is because the normal processes that would be in place in most in- 
stances that I am aware of across the country, apparently you 
didn’t have those for a uniformed person injured in the line of 
duty? 

Mr. Skyler. No, I would submit and I think the doctors on the 
panel would agree that the fire department Bureau of Health Serv- 
ices is one of the Centers of Excellence that has gotten Federal 
funding that we want to see funding continued for. The advan- 
tage — 

Mr. Deal. Well, I know you wanted the Federal Government to 
pick up the tab. My concern is when you have got local folks who 
should be covered by some kind of local policy, why is not that the 
first line of resources? 
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Mr. Skyler. Well, it has been the first line, and the mayor put 
up money despite a lack of Federal long-term commitment on this 
issue — $100 million over the next 3 years. 

Mr. Deal. If a fireman is injured in my hometown, he is covered 
by an insurance policy. He has got a retirement benefit plan. Why 
does a man like this gentleman here have such difficulty in New 
York? 

Mr. Skyler. I believe Mr. Vinciguerra actually has been treated 
by our Bureau of Health Services. One of the gaps that was ex- 
posed was a lack of prescription drug care, which we have rem- 
edied since the panel’s report came out. 

Mr. Deal. Mr. Vinciguerra? 

Mr. Vinciguerra. Yes, if I may, the reason I think there is some 
confusion is I worked for the EMS division of the fire department, 
and it is sort of considered a civilian component even though it is 
a uniformed service now. It works under compensation, not the 
pension component. 

Mr. Skyler. Well, Dr. Melius’s testimony here says that depend- 
ing on a Worker’s Compensation disability retirement system to 
cover the medical cost for the monitoring and treatment programs, 
placed a financial burden on the employers and the insurance com- 
panies. 

Mr. Deal. Well, yes, that is true. Any time you write an insur- 
ance policy or create a system, when you have a claim that comes 
forward, whether they be of the magnitude we are talking about 
here or even minor claims that same statement could be true. Let 
me ask specifically about how we are spending money. 

Ms. Bascetta, in your testimony, I am looking at the portion 
where you talk about the contracts that NIOSH has entered into 
for those outside of the metropolitan area. And you say in June 
2005, they began a second effort by awarding $776,000 to Mount 
Sinai School of Medicine to provide screening and monitoring for 
non-Federal responders residing outside the metropolitan area. 

And then in June 2006, they awarded an additional $788,000 to 
provide screening for these first responders. And you conclude the 
paragraph by saying that they ultimately contracted with 10 clinics 
in seven States and that as of June 2007, 10 clinics were monitor- 
ing 180 responders. That is an awful lot of money for a very few 
people. Am I reading this wrong? 

Ms. Bascetta. No, you are correct. The system wasn’t working 
well at all, and in fact to update that, NIOSH has gone to a dif- 
ferent system with a different contract with QTC, I believe. Dr. 
Howard referred to that, and they have piloted it. They have done 
about 20 exams under that program, but the first program did not 
work well at all. 

Mr. Deal. OK. Well, let us go to more recent. You say here in 
June 2007, NIOSH awarded $800,600 for DCC to coordinate provi- 
sions of screening and monitoring exams, to provide 1,000 
screenings and monitoring examinations through May 2008. And 
they began the screening process, and by the end of August, 18 
non-Federal responders had completed screening and 33 others had 
been scheduled. Here again, that appears to be a lot of Federal dol- 
lars for a very few people that are being affected by it. I mean we 
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would be better off to take that amount of money and give all those 
people that amount of money in cash, wouldn’t we? 

Ms. Bascetta. It is a very good question. Again that is the same 
program that you were just referring to. The money was there, but 
the administrative logistics were not in place to serve the people 
well. And it didn’t happen. 

Mr. Deal. And yet we are going to be anticipating the same kind 
of funding or even at greater levels for this fiscal year, are we not? 

Ms. Bascetta. Yes, but those funds were for screening and mon- 
itoring, and the discussion that we were just having was about 
treatment, which is actually where even more of the funds would 
be required. The screening and monitoring are a smaller propor- 
tion, and they are known costs. Once you get the mechanisms in 
place to do the screening and monitoring, then you know per per- 
son what that is going to run. 

Mr. Deal. But using that same logic, if the cost per person just 
to do the screening and monitoring is so exorbitant and out of kil- 
ter it seems to me, then we would expect the treatment phase of 
it to be even more exorbitant, would we not? I mean why is it cost- 
ing so much to do so little for so few? 

Ms. Bascetta. Well, I don’t think we know at this point what 
the full treatments costs are going to be. One of our findings was 
that HHS has just last year begun asking for the actual cost data 
from the grantees. Last year was also the first year that there was 
Federal money awarded to grantees, and prior to that, it was all 
philanthropic funds from the Red Cross. So there wasn’t a require- 
ment for the grantees to be reporting actual cost data. 

We would hope that one of the lessons learned from this situa- 
tion is that in the future the requirements for screening and mon- 
itoring, who is responsible for that, where the funding streams will 
come from, how those programs will be administered, and how the 
various funding streams for treatment would be made available to 
pay for treatment if that were necessary, would be planned in ad- 
vance to avoid this kind of situation after the fact. 

Mr. Deal. Well, I don’t mean to diminish the importance of what 
we are all talking about here by my questions, but I do think that 
we can’t just simply all say take a simplistic answer of let the Fed- 
eral tax payer pick up the burden. Let us forget about asking the 
private insurers to contribute. They have been paid premiums for 
that, but it is too cumbersome to do that. Let us forget about the 
Worker’s Compensation system because it takes too long to go 
through system. 

I can assure you that every injured employee in this country who 
has a Worker’s Compensation claim would tell you yes, the system 
does take a while. But just to say let us forget about that and 
throw up our hands and ask the Federal Government to pitch in 
millions, perhaps billions of dollars, I think, doesn’t show the kind 
of responsibility that I think all of these responders showed when 
the responded to the emergency before them. 

I think there is a responsibility at every level for us to make sure 
that we are doing what is best for the people who need the help 
and that we are not just throwing dollars out there that don’t seem 
to wind up in the right place. That is the concern that I have. 

Mr. Pallone. Mr. Engel. 
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Mr. Engel. Thank you, Mr. Chairman. Let me just say before I 
ask my question in view of some of the comments that my friend 
Mr. Deal has been making. The President talks a lot about Amer- 
ica being attacked on 9/11 and talks a lot about it being as part 
of the overall fight on terror. He mentions Iraq and everything else 
and that the United States of America was attacked. 

Well, we in New York don’t believe that we were attacked simply 
by random. New York was obviously a symbol of the country, and 
the terrorists wanted to hit us hard. Therefore, we believe that the 
Federal Government has an enormous responsibility above and be- 
yond. It is not just simply worker’s comp or private insurance 
plans. 

Sure, it would be helpful, but the bottom line for me is that the 
Federal Government needs to be responsible. We were attacked. 
New Yorkers were killed and maimed and injured, and the Federal 
Government needs to have a response. And I think pushing it off 
on private companies or whatever — and I am not trying to absolve 
them of responsibility, but the bottom line for me is again that the 
Federal Government needs to step in. 

Mr. Skyler, let me just ask you. I don’t know if you were here 
when I gave my opening statement, but I talked a lot not only 
about first responders but about other New Yorkers and people 
from the metropolitan area who were exposed to these poison tox- 
ins, people who live within the area, residents, students. These peo- 
ple who were exposed to the toxins of Ground Zero are not eligible 
for the federally funded World Trade Center Medical Monitoring 
and Treatment programs. 

We have just introduced a bill lead by Mrs. Maloney, Mr. 
Fossella, Mr. Nadler, but many of us also co-sponsored and signed 
on, which would help the entire exposed community. I am wonder- 
ing if you could give us some of your insights on how that bill 
would help and why it is so necessary. 

Mr. Skyler. Absolutely, and I think the bill addresses one of the 
fundamental challenges, also something that Congressman Deal es- 
sentially stated, which is that we have different populations, and 
we have different systems that handle different populations. But 
we have the same health effects caused by the same disaster, an 
environmental disaster, and I am not aware of one on American 
soil that was greater than this one. It is an environmental disaster, 
not just a terrorist attack. 

But we have populations where different standards apply de- 
pending on what their pension benefits are, depending whether 
they are on worker’s comp or not, depending on what union they 
are in sometimes, depending on what resources that union has 
available, depending on where they live. 

So one of the things that the report recommended was to estab- 
lish an enhanced funding for a World Trade Center environmental 
health center in Bellevue Hospital. It is a hospital in New York 
City, Manhattan, that anybody can go to, whether you are a resi- 
dent — and there was no treatment program available for residents 
before this was established — whether you are a firefighter or police 
officer, whether you are a worker, whether you worked in the 
cleanup as a contractor or whether you worked in the building 
cleaning up the interior of a building that was damaged. 
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Anybody can walk in there and get care, and we have had about 
1,600 people go in. And that is a gap that needs to be filled. There 
are other gaps throughout the populations that we have also 
sought to fill, but that was a huge one that nobody had focused on. 
And we are gratified to see that Congresswoman Maloney’s bill, the 
Zadroga Act, which I am here to support, actually identifies that 
population as one deserving funding. 

Mr. Engel. Thank you. I think that is very important. Dr. Her- 
bert, let me ask you something specifically about the Mount Sinai 
program. Many of the responders who are now in medical monitor- 
ing programs, these are run by their employer, the fire department 
or the police department. And a lot of the problems are mental 
health related, and due to the presence of these issues among the 
population, might it not be possible that some of these workers fear 
sharing this information with their employer due to potential ad- 
verse work consequences and things like that? 

Now, let me ask you about the Mount Sinai program. Should you 
be assisting in helping in monitoring those employees who may be 
uncomfortable with being monitored by their employer? 

Dr. Herbert. Thank you for asking that question. To clarify with 
respect to the two federally funded monitoring and treatment pro- 
grams for responders, distinct from the additional program that 
Mr. Skyler spoke about, one is employer based, the program for 
New York firefighters or employees of FDNY is based at the Bu- 
reau of Health Services. 

The other federally funded program does exactly what you have 
suggested might be important. The way the program works is that 
we have exposure-based eligibility criteria. Any responder can 
choose the Center of Excellence that he or she prefers to go to, and 
the examinations are highly confidential. We are very well aware 
that we are collecting very sensitive information. We adhere to all 
pertinent HIPA regulations. So, in fact, I think it is very impor- 
tant, and it is one of the reasons that I believe — we have had enor- 
mous success in combining mental health screening and treatment 
with physical health screening and treatment in a group of workers 
who probably would not seek mental health care. 

Mr. Engel. Let me ask you this. You have your program, the fire 
department’s medical monitoring program, the World Trade Center 
Health Registry, the World Trade Center responders. Fatality and 
Investigation program, and Project Cope to name a few. All these 
programs seem to be working within their own silos. Are there any 
plans to merge data, save resources, share expertise, to examine 
the overall health effects related to the World Trade Center rather 
than just limited populations? 

Dr. Herbert. Yes, indeed there is, and we think that is very im- 
portant. Presently, the New York/New Jersey consortium group of 
clinical centers and the FDNY programs use virtually identical 
questionnaires for the follow-up visits and the monitoring program. 

Because of a number of privacy issues, it is sometimes difficult 
to actually have the same data systems, but we are collecting vir- 
tually identical data. And so we will be able to compare the experi- 
ences of different groups of responders, and that is essential. 

We, in the Mount Sinai consortium, and Dr. Prazant at the 
FDNY program are also working very closely both with the World 
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Trade Center registry and with the New York State fatality inves- 
tigation. So we agree that it is critical that resources he used in 
as prudent as possible so there is not redundancy. 

Mr. Engel. Thank you. Thank you, Mr. Chairman. 

Mr. Pallone. Mr. Fossella. 

Mr. Fossella. Thank you, Mr. Chairman. I thank the panel 
again for your testimony, particularly Deputy Mayor Skyler. And 
this gets back to the overarching issue of the city of New York has 
stepped in to fill this breach, and many of us feel that it should 
have been the Federal Government stepping in immediately to help 
fill the breach. And the panel is consisting of people who have had 
to deal with the first responders and others, Mr. Vinciguerra from 
day one. And I used it before Dr. Howard as we are waiting for the 
cavalry. 

And there are some legitimate concerns, I guess, one could point 
to if they are looking in after the fact and say where are the prob- 
lems? And I think we have a responsibility to ask those questions 
to make improvements. But if I believe the Federal Government 
was up front early on, perhaps we could avoid asking those ques- 
tions today because we would have had them at the table. 

If I am not mistaken, with respect to some of the issues that 
have been raised, for example, workman’s comp is designed 
through actuarial tables and doesn’t necessarily take into account 
the scope and size of this catastrophe, the thousands and tens of 
thousands. 400,000 people thought to be affected would be one of 
the largest cities in this country, larger than the population of Min- 
neapolis is, for example, people who have been affected by this. 

So the system design does not, I think, take into account that 
radical number. And, in fact, some of the money we secured last 
year was helping the workman’s compensation system facilitate 
and minimize the delays of those who partitioned the program. 

Second, this is not totally unwarranted or unprecedented. After 
Pearl Harbor, there were programs that were put in place to help 
sailors who were called in to respond and came down with certain 
illnesses. So the Federal Government recognizing, although it took 
place in Hawaii, that this was a national catestrophe and de- 
manded national scope. 

Similarly, we can make that argument that flood insurance 
should be held by everybody or homeowner’s insurance. But we 
know that major hurricanes, tornadoes, fires, other, FEMA steps in 
some way, shape, or form to help people through that system. 

And finally there are those, we have noticed — and I would like 
to ask the deputy mayor for maybe expounding a little bit on this — 
we kept emphasizing that although it took place in New York City, 
this is a national problem in scope. You mention that there are 
20,000 people who don’t even live in New York City, again this 
would be larger than many towns and cities and villages across 
this country, 20,000 people. 

So if you were a firefighter from Hialeah, FL, as Mr. Pallone 
said, or came in from New Orleans or California, and then went 
back to work and now suffering, common sense would dictate that 
that individual would show the similar signs of ailments and ill- 
nesses and manifestations of those diseases, let us say, or illnesses 
as someone who lives in New Jersey or Staten Island, New York. 
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And yet that person is probably on his own right now, and we don’t 
even know whether that person becomes eligible for satisfaction 
under workman’s comp. 

So, Deputy Mayor Skyler, can you expand or illuminate, elabo- 
rate if you will, on the number who do not live within New York 
City? 

Mr. Skyler. The World Trade Center registry, through their 
modeling, estimated — and a lot of what we deal with in this subject 
is estimates — there are 410,000 people that qualified for the World 
Trade Center Health Registry, and that is based on where they 
lived, where they worked, where they were that day. We estimate 
that of those 410,000, 45,000 of them live outside not only New 
York State but New Jersey, which I believe has the second most 
members in the registry. 

Of the 410,000 that we estimate, we had over 71,000 people 
signed up, we believe, of the 410,000 that qualified. And about 
10,000 of them live outside New York and New Jersey. And at least 
one of them lives in Congressman Deal’s district in Georgia. There 
is literally at least one person in almost every congressional district 
in the country. 

So it is absolutely a national problem, and it is not just because 
New York was attacked because of its symbolism, because it is the 
financial and media center of the country. But people come to New 
York. Sometimes they live in New Jersey. Sometimes they live in 
Connecticut. Sometimes they are there for the day. Sometimes they 
are working there for a couple months or visiting. 

We have a population that is, to some extent, always changing, 
and people relocate. And we also had a great amount of people that 
came from all over the country to help when we needed. And this 
is a recovery that just wasn’t a couple of days or weeks. It was 
months. 

So we believe that the Federal Government has a responsibility 
to help the city take care of its own. The city has stepped up. The 
city takes care of its firefighters. We take care of our police officers. 
We have done the best we can. What we are asking for is some 
Federal assistance so we have the long-term funding in place not 
only to maintain the great levels of care that we have established 
in our centers of excellence, but make sure that people that aren’t 
parts of those populations also get the care they need. 

If you were hurt because of 9/11, it shouldn’t be just because you 
worked for the city or responded. If you were hurt because you 
lived across the street and breathed in the air potentially, then you 
also should be deserving the same assistance. And we have been 
hard at work. Since this panel report came out, there is only, I be- 
lieve, two or three of the 15 recommendations that fall outside of 
the city. They are essentially requests for the Federal Government 
to help. 

One is the Victims’ Compensation Fund, which I mentioned be- 
fore, that Speaker Pelosi voiced her support for earlier. I am not 
sure whether she supports the whole James Zadroga Act. I would 
refer you to her office, but she voiced support for the Victims’ Com- 
pensation Fund. 

The second is getting long-term funding from the Federal Gov- 
ernment. The rest of the report was the city government taking a 
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hard look at itself and saying it wasn’t doing a good enough job ex- 
plaining to the city workers what resources were available, coordi- 
nating services, encouraging people to get checkups, establishing 
communications within city government, and establishing protocols 
so that we have emergencies that have environmental impacts, 
whether it is Deutsche Bank building or the steam pipe explosion, 
that we have environmental professionals on scene that can help 
guide the emergency response. 

So we have tried to learn from this disaster and do what we can 
do to improve our response. But what we are also saying is we are 
in need of a Federal commitment so that the people that were hurt 
don’t have their care jeopardized by the fiscal stability or health of 
New York City. In tough times, programs get cut back. 

We would like to see an established program, a sustained com- 
mitment, so that people that were hurt continue to get the care 
they need. It is possible that some of these illnesses — doctors could 
speak better than I could — will improve over time. It is also pos- 
sible that things will get worse. We don’t know. There are a lot of 
illnesses that we would not have a sense at this point of whether 
they will materialize. And we are talking about hundreds of thou- 
sands of people here, and it is unlike something that the country 
has ever experienced. And it is impossible for the health insurance 
mechanism, as set up now, to absorb it and care for it properly. 

Mr. Fossella. Thank you, Mr. Skyler. Thank you, Mr. Chair- 
man. 

Mr. Pallone. Sure. I have to apologize to Mr. Weiner because 
he was supposed to go next because Mr. Fossella is not on the sub- 
committee. I apologize. Your turn. 

Mr. Weiner. Well, I am gratified then that Mr. Fossella did such 
a good job in his time. I thank you, Mr. Chairman. I think that it 
is very important that we address fully Mr. Deal’s concerns because 
we want this effort to be one that is bipartisan. There are a lot of 
people who are not living with these issues day to day like we are 
who perhaps don’t understand the nuance and raise similar ques- 
tions. 

And perhaps, Mr. Skyler, you can expand a little bit on this no- 
tion that the programs that have been set up for the fire depart- 
ment, for example, take a State program, the disability insurance 
program, and say we as New York City residents, we are going to 
do even better. We are going to provide them even better care. We 
are going to step in and provide better care. 

I don’t think that the failure of the fire fighters to go through the 
disability program is any way the shirking of New York City’s re- 
sponsibility. It is taking on in addition. I just want to make sure 
that is clear for the record. 

Mr. Skyler. Right, the level of care provided by the Bureau of 
Health Services, the fire department, is the gold standard. And if 
we can provide every person that was affected by these attacks 
with that level of care, we would be in a lot better shape than we 
are currently. 

Mr. Weiner. And I think it is also worth noting one of the tools 
that many of the medical community have to determine what is 
going on is the monitoring that went on of firefighters long before 
September 11 that allow people to look at healthy 20-year-old lungs 
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and 23-year-old lungs that look like they should be on a 70-year- 
old person. That is one of the reasons that that is available. 

I think it is also important that we understand that what we are 
suggesting here is exactly what Congress — and I don’t know the 
record of my colleagues on the committee or Mr. Deal — I know Mr. 
Fossella and Mr. Engel’s on this. We looked at a very similar prob- 
lem when we created the Victim’s Compensation Fund. We said 
well, how do we deal with what could be long-term lawsuits that 
go on ad infinitum. How do we deal with a community that has so 
many victims coming from so many places? How do you deal with 
them expeditiously, compassionately? How do we deal with this 
when the Victims’ Compensation Fund was created? 

And with that in mind, I just want to ask — and I will just go one 
by one on the panel — is there any doubt based on either your expe- 
rience, your friendships with other people, your research that you 
write, is there any doubt in your mind — I will go from left to 
right — that people today are dying from 9/11-related illnesses? Why 
don’t we start to the left, just a quick yes no. Is there any doubt 
in your mind? 

Mr. ViNCiGUERRA. Yes, people are dying. 

Mr. Weiner. Doctor? 

Dr. Udasin. Yes. 

Dr. Herbert. I agree with Dr. Udasin. 

Ms. Bascetta. There is a large part of peer-reviewed literature 
that documents the health effects. 

Mr. Weiner. Doctor? 

Dr. Melius. Yes, absolutely. 

Mr. Weiner. Mr. Skyler? 

Mr. Skyler. I am not a doctor, but clearly there is tremendous 
amount of harm that was caused by the attacks. 

Mr. Weiner. And the Victims’ Compensation Fund was created 
for people who died from the attacks. So the only question is 
Congress’s instinct and Congress’s desire to try to figure who the 
universe of people is, set up rules and parameters, and then go out 
and take care of them. The only thing that the city is asking is that 
the one parameter, December 2003, be changed. And that we know 
now that there is a whole universe of people who themselves didn’t 
know that they were dying from September 11 related diseases and 
figuring out the correct place to place that December 2003 date. 

We are asking essentially — what the city is asking, what resi- 
dents are asking us to do — and what the residents of 40 or so 
States or all 50 States who are asking who are in this additional 
group, to do what all of us voted for. And at the time, those 2,800 
or so that were in the known class of people that had died at the 
time, they had insurance. They had lawyers. They had someone to 
sue. They had a lot of people to sue, and we made a decision, you 
know what, it is probably better for everyone involved that rather 
than fighting in the courts for perhaps the better part of a genera- 
tion over this, let us figure out what our responsible role is. And 
it had broad bipartisan support in its institution. 

And I should say something else. If the Federal Government says 
no. Congress says no, we are not going to do any of these things 
we are going to do what we can. All of the people who are here tes- 
tifying are going to keep doing their good work. We are going to 



100 


keep advocating. We are going to do what we can to embrace one 
another. We are going to try to figure out a way to take care of 
these people. 

The question is: Is this the best way to care for people who are 
dying because of their heroism or their simple presence on Septem- 
ber 11 at a certain place? Is that the way we want to respond as 
a Congress and as a people? Up to now, the American people, 
through their Congress, have said no, we don’t believe that we 
want to respond. And we let people kind of go fend for themselves. 
If they are fortunate enough to have good insurance or to have 
been further away from the plume or to be a firefighter that has 
good monitoring, if that is where — Congress could wind up being 
there. 

But I want to make it clear that what we are suggesting here 
and what sponsors of the bill are suggesting and what Mayor 
Bloomberg is suggesting is not this cosmically different way of look- 
ing at the problem. It is the same way that Mr. Deal and I and 
others in this Congress looked at it after September 11. We were 
attacked. Let us figure out a smart, compassionate, comprehensive 
way to deal with it. 

We are not rewriting everything here. We are not reinventing the 
wheel with this legislation. The mayor’s desire to reopen the com- 
pensation fund, all of our desire to do that, is trying to figure out 
a way — and let me just end — I know I am a little bit over time. 

If you are concerned, as I know so many of my colleagues are 
about the courts being clogged up with lawsuits and that us using 
the courts as the way we solve even the most basic disagreement 
about interpretations — and I know many of my colleagues on the 
judiciary committee have that feeling. Well, the Victims’ Com- 
pensation Fund is a way, in the words of Mr. Skyler, to get us 
working together rather than fighting one another. 

It would be a shame if we are all sitting here in 10 years talking 
about and reading about the horrible lawsuits going on as families 
sue the city of New York which desperately wants to try to provide 
help. And I think the questions that Mr. Deal asked are exactly the 
right ones, and that we have to embark on trying to explain to peo- 
ple what we are doing here is not transformative. It is just tweak- 
ing a system that we have already created. 

The city has taken on an enormous amount of responsibility. 
Whoever the next mayor is is going to have to deal with those re- 
sponsibilities as well, but it is imperative that we, the Federal Gov- 
ernment, take this opportunity to continue the job that we began. 
And I want to commend Mr. Fossella and Ms. Maloney, Mr. Nad- 
ler, Mr. Engel, and the chairman, Mr. Pallone, for helping us get 
to that place and for all of you for testifying here. 

Mr. Pallone. Thank you. Let me say before we conclude that 
this was just a beginning. This was not a legislative hearing per 
se. I mean we didn’t have a piece of legislation before us, but it is 
my intention, and I think I can hear that there is a bipartisan con- 
cern that the current system is broken in terms of handling the 
health concerns of both first responders as well as other people 
that may have been impacted because they lived or worked in the 
vicinity of the World Trade Center. 
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So it is our intention to follow up on this and come up with some 
legislative initiative. But I think you can all see that even though, 
on a bipartisan basis, we realize that the status quo doesn’t work 
as well as we would like, that it is difficult to figure out exactly 
how to put something together. 

So we are probably going to rely on all of you and follow up with 
phone calls and other things to help us out as we proceed, but we 
do intend to try to put something together legislatively. 

And let me just say also that the Members, as always, can sub- 
mit additional questions for the record to be answered by all of you. 
The questions should be submitted to the clerk within the next 10 
days, and then we would notify you about those questions. So you 
may get some follow up in that respect. 

And without objection, this meeting of the subcommittee is ad- 
journed. Thank you all. 

[Whereupon, at 1:30 p.m., the subcommittee was adjourned.] 
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